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HE true immersion-foot syndrome described Public Health Service. This has necessitated a 
h in the first part of this paper’ is caused by number of minor changes in the evidence pre- 
direct thermal injury to the tissues short of actual sented and in the conclusions to be drawn there- 
| freezing. It develops after relatively brief periods from. 


nN of contact with water at temperatures below 50 It should be emphasized at the outset that the 
or possibly even 60°F. A superficially similar, but syndrome reported here is different in many re- 
er- fundamentally quite different, condition has devel- spects from that observed after immersion in cold 
oped after exposure to warm water and bright’ water.’ With these southern survivors, both ves- 
rol sunshine in survivors of torpedoed vessels who sels were torpedoed in relatively warm water 
have been adrift in the Gulf Stream without an (around 70°F.) in southern latitudes during 
va- adequate supply of water and feod for periods of the month of April. The men were adrift for 
ind over two weeks. These individuals may show no sixteen and seventeen days respectively. Owing 


evidence of direct cutaneous injury, but yet com-  ;o the fact that their ships were torpedoed well off 
plain of an equa! degree of edema and sensory dis- the usual trans-Atlantic shipping lanes and they 
turbance. This condition has also been called “im- could not hope for early rescue, their allowance of 


Ip- mersion foot,” but the term is inappropriate in this water was progressively reduced from 16 ounces 
92 connection and should be given up. to a bare 5 ounces a day. With the intense sun- 
The cases on which this report is based were shine and heat by day, coupled with the hard work 
ber seen in a United States Marine Hospital, through of bailing and handling the boats, both crews de- 

the courtesy of Captain W. S$. Bean, the com- veloped such severe dehydration that they were 
ice manding officer, a member of the United States unable to swallow the concentrated solid ration 


Public Health Service. He and his staff have per- of pemmican, hardtack and chocolate. After the 
mitted me to add the results of their clinical find- first few days all that the men were able to swal- 
ings to my own, as well as to make use of their low was a small amount of malted-milk powder 
laboratory determinations. The deductions drawn dissolved in their half-cup of water. Three out of 
from these data are my own and do not necessarily six West African Negroes in the crew of lifeboat 
represent the views of the United States Public A drank salt water and died. All the crew mem- 
Health Service. These survivors of two lifeboat bers of lifeboat B survived. The men in both boats 
crews have already been the subject of a more de- were so crowded that they were forced to sit close 


1S tailed report for the Medical Corps of the United together with their legs dependent and to sleep in 
States Navy,? which will be briefly summarized this position, After a week adrift under these 
ts here in order to point out that there are two fun- circumstances nearly all the men noticed that their 


damentally different conditions that may lead to {cet were becoming greatly swollen and numb; in 
much pain and incapacity following the sinking of addition they began to have a peculiar tingling 
ships at sea in the present war. Since the more com- tnd aching sensation in the soles. Some noticed 
plete report was written, new clinical and labora- Similar symptoms in their hands but of lesser 
tory data have been furnished me by Drs. Richard degree. The swelling and sensory disturbances in 
H. Smith and Leo Waitzkin of the United States the legs were distinctly less noticeable in the men 
ee who had been able to move about the most. A , 


“Released for publication b he Division of Publicati w Ww 
D 
fr bythe Division of blications of the ho took turns as steersman were able to 
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stretch their legs out horizontally during their 
watches; others realized that the circulation in 
their feet was improved and the swelling was les- 
sened by flexing and extending their feet and toes. 
A number of the men in lifeboat B who went over 
the side on several occasions to swim alongside 
commented on the improvement in the condition 
of their lower extremities. On finally being res- 
cued, all were deeply tanned, and many had de- 
veloped cracks and small crusted lesions due to 
exposure to wind and salt water. When they came 
aboard the rescuing vessels most of the men found 
that walking on their swollen feet was difficult, 
and that without support they lost their balance 
because of numbness in their feet and loss of sense 
of position. In addition the majority complained 
of deep plantar tenderness and pain. These 
exact complaints are also common in sailors res- 
cued after immersion in cold water.’ On their 
arrival at the hospital, all the men were suffering 
from exhaustion, malnutrition and dehydration. 
The crew of lifeboat A had wet feet throughout 
the entire voyage, as their boat leaked continu- 
ously. During the last two days, when they sailed 
out of the warm water of the Gulf Stream and 
approached the coast, the temperature of the sea 
water fell to around 50°F. (below the critical level 
at which thermal injury can occur). As a result of 
this exposure several of the men, notably the 
West African Negroes (Cases 6, 7 and 8), ran a 
low-grade fever (99 to 101°F.) for several weeks* 
after rescue and developed changes in their feet 
characteristic of exposure to cold. These consisted 
of patches of superficial gangrene, blebs and slug- 
gish circulation in the cutaneous capillary bed, 
with a subsequent hyperemic phase after rescue. 
This condition, however, was pronounced only in 
the Negroes and was much milder than that gen- 
erally seen after exposure in northern waters.’ The 
crew of lifeboat B were exposed to cool air and suf- 
fered from cloudy, heavy weather the first five 
days, so that their clothes were continuously wet. 
The weather then cleared and by day “the heat 
became almost unbearable. ... Relief was ob- 
tained by going overside and swimming. Feet 
were also soaked in buckets of water.... Feet 
were kept dry except when soaked in buckets dur- 
ing heat of day.” The crew of this lifeboat were 
therefore never exposed to water below 70°F. and 
showed no signs of cutaneous injury from cold. 
After examining these men it was at once ap- 
parent that their condition differed fundamentally 
from that of the survivors seen after rescue from 
the colder waters of the North Atlantic. Although 
both groups suffered from swollen and painful 
feet, many of these survivors of shipwreck in rela- 


*In the case of uncomplicated thermal injury to the feet from cold, 
the febrile reaction usually subsides within thirty-six hours.1 


tively warm water did not bear evidence of tissue 
damage in their feet, and they had other systemic 
disturbances of a very different nature. These con. 
sisted of slight but definite swelling and subjective 
sensory disturbances in the hands, as well as the 
more obvious changes in the feet; many of the 
men were also found to have glossitis and stoma- 
titis,, and additional gastrointestinal complaints, 
The clinical findings observed in the entire series 
are summarized in Table 1, and the laboratory de- 
terminations in Table 2. 


As pointed out above, some direct tissue injury 
from cold undoubtedly occurred in the crew of 
lifeboat A during the last two days of their voy- 
age, when they left the warm waters of the Gulf 
Stream. This was definitely not the case in the 
men of lifeboat B. But with them, and to a large 
extent with the men of lifeboat A as well, it is evi- 
dent that other reasons must have accounted for 
the greater part of the swelling, which often ex. 
tended to the knees,t as well as the tenderness 
and other sensory changes, which involved the feet 
and, in some cases, the hands as well. Other con- 
tributory factors which might account for these 
findings are the following: 


(1) Continued dependency of the legs. .Hypo- 
static edema is always a factor after a voyage 
in a crowded lifeboat of prolonged duration 
when there is no space to stretch the legs out 
horizontally and men are forced to sleep in a 
sitting position. 

(2) Hypoproteinemia. Asa result of extreme 
dehydration, these men had been unable to 
swallow any solid food after the first few days 
adrift. In addition, they were forced to row and 
bail, the energy for which had to be provided 
from their own tissues. As a result it is not sur- 
prising that many were found to have a serum 
protein below the critical level at which edema 
develops. The low albumin-globulin ratio in 
Cases 1 and 7 is of particular significance. From 
the experimental work of Jones, Eaton and 
White® on nutritional edema in animals, it is 
probable that the swelling in the legs of these 
men was far less marked during the period 
that they were adrift and critically dehydrated, 
and that it developed rapidly as they were able 
to restore their depleted tissue fluids. There was 
also a progressive fall in serum protein in the 
course of rehydration, which is well exemplified 
by the serial determinations made in Case 1. 

(3) Vitamin deficiency. One is led to sptct- 
late whether the intense aching pain and deep 
plantar tenderness complained of by these sur 
vivors during the last week at sea and in the 


+The changes due to cold water generally involve only the feet and 
lower third of the legs.? 
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hospital could be caused solely by edema sec- 
ondary to dependency and hypoproteinemia. It 
appears most unlikely that this could have been 
the case, and it is not possible to explain hypes- 
thesia and ataxia of the feet, and similar sub- 
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showed normal responses in the 4 patients tested. 
This is incompatible with the advanced type of 
neuritis due to long-standing avitaminosis, but 
in no way rules out the earlier stages, which 
might occur in such a relatively brief period, 
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Taste 2. Available Laboratory Data on Southern Survivors.* 


Sprcrric 
GRAVITY RED- Hi MO- WHIIE- POTAL ALBU- GLOBLU- UREA CHLoO- ASCOR- 
Case No. Date OF CELL GLO- CELL PRO- MIN LIN NITRO- RIDE BIC YHROMBIN 
Urine COUNT BIN COUNT TEIN GEN scp IME 
x 108 gm. x10" gm./100° gm./100 100 mg./100 see. 
ce. ce. ae, ec. ce, 
4/16/42 4.00 15.3 12.3 5.4 aS 1.9 24.0 
4/20/42 1.019 3.81 13.3 10.9 3.3 1.6 inp 
4/24/42 4.35 11.0 8.3 - a 
4/18/42 — -- 5.1 2.4 2.7 13.3 "6 
9 5/8/42 _ 6.0 410 1.98 7 ( 
10 5/8/42 1,012 4.68 12.4 15.6 30) 1.82 
5/13/42 5.05 12.1 6.9 -- -- me 0 
12 5/8/42 1.014 — -- -- -- + 


*The figures do not show the striking alterations in the blood and urine which go with severe dehydration, but it must be remembered that these 
men had already had up to twenty-four hours to restore their depleted body water reserves before any of the above determinations could be made. Other 
compensatory factors must also be taken into account. Although Cases 2 and 3 show a definite erythrocyte concentration, the anemia that goes with 
starvation would counterbalance this. All the serum protein levels are low, and would probably ‘have ‘gone lower, as was so in Case 1, if further 
estimations had been made after the water balance had returned to normal levels. Half the patients still had a urinary specific gravity of 1.025 or 


— after =, * day's unlimited access to water. The blood urea nitrogen level of 24 mg. in Case 1 is distinctly elevated and the figure of 
k. 3 mg. in Case 7 is not significant, as it was not obtained until three days after rescue. Loss of blood electrolytes was pronounced in Cases % and 10. 
his was presumably caused by excessive sweating with a low salt intake, whereas the patient in Case 7, who had drunk salt water, had a very high 


level. The ascorbic acid figures in Cases 9 and 10 are not reduced. 


TThis patient, not included in the study because he had just been operated on for gastric hemorrhage, had the highest prothrombin ume observed. 


jective disturbances of the hands, on this basis. Further clinical findings that suggest an avita- 
This picture is more suggestive of a deficiency minosis were the oral lesions. Of the patients 


in the antineuritic factor in the vitamin B com- 
plex, such as is seen in alcoholic neuritis. Ex- 
amination of the knee jerks in these subjects 


examined, Cases 1, 3, 9, 11, 12 and 13 reached the 
hospital with a nonspecific stomatitis. This con- 
sisted of superficial vesicles and ulcers of the 
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tongue, buccal mucosa, palate and pharynx. In 
Cases 1, 9 and 12 the sides of the tongue were 
smooth and reddened, and the patient in Case 13 
had suffered from bleeding gums. It is also of 
interest to note that in 7 out of 9 patients where 
the feces were examined with the guaiac and 
henzidine reagents, the tests were at first positive 
for occult blood (Cases 1, 10, ll, 12, 14, 15 and 
16). It is of further interest that in the 3 patients 
in whom the prothrombin times were determined, 
there was an increase beyond the normal period 
of 20 seconds to 40, 27 and 25 seconds, although 
there is some question concerning the accuracy of 
these figures. If the values are correct, they denote 
a definite deficiency in vitamin K, which reached 
a severe degree in Case 16. This man, who had 
a history of chronic indigestion, became severely 
exsanguinated from a bleeding gastric ulcer, which 
finally necessitated surgical intervention. Another 
survivor in the same hospital, who had been rescued 
after a long period adrift in warm water, also suf- 
fered exsanguinating gastric hemorrhages, from 
which he died. It is possible that this bleeding 
from the gastrointestinal tract, as well as the sto- 
matitis, is related to nicotinic acid deficiency, 
since ulcerations may occur at any level in the gas- 
trointestinal tract in the deficiency state. Further 
studies on the role of vitamin deficiency in ship- 
wreck survivors are urgently needed before any 
definite conclusions can be drawn. 

Heretofore, the signs of alcoholic neuritis and 
pellagra have not been known to occur in as brief 
a period as a fortnight. In fasting subjects who 
have been studied for longer periods, sensory 
changes in the extremities have not been recorded, 
but these observations have been made on in- 
active persons. The fact that thiamin, nicotinic 
acid and riboflavin play an active chemical role in 
the oxidation of glucose may explain their rapid 
depletion in these survivors. A depletion of the 
antineuritic and other components of the vitamin 


B complex is, therefore, a distinct possibility. It 


is also possible that the men who suffered the 
most were in a partially depleted state before 
their ships were torpedoed and their vitamin 
intake stopped. This was certainly true in 
Case 1, but I was unable to discover any evidence 
of this in the other men. 

_ In order te obtain further information concern- 
ing the possibility that vitamin deficiencies arise 
in such a short period of time, I consulted two 
authorities on vitamin deficiency, Dr. John B. 
Youmans, associate professor of medicine at Van- 
derbilt University School of Medicine, and Dr. W. 
H. Sebrell, chief of the Division of Chemotherapy 


of the United States Public Health Service. Dr. 
Youmans wrote: 
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Patients with nutritional edema very frequently de- 
velop pain and tenderness, and sometimes superficial 
inflammation (erythema), particularly when the onset 
is rather abrupt. . . . With a very restricted diet and 
with hard work, some deficiencies such as that due 
to vitamin By, are believed to develop evidence of the 
deficiency within a week or so. . . . The stomatitis 
and glossitis may well represent a combination of a 
deficiency of the vitamin B complex, including ribo- 
flavin plus dehydration. Dehydration is quite impor- 
tant as there is evidence that this precipitates the 
syndrome of pellagra. 


Dr. Sebrell, whc subsequently saw some of this 
group of patients, states that his “impression is 
that thiamin and nicotinic acid deficiencies are 
definite possibilities.” When further similar cases 
can be located he is prepared to make special tests 
to give accurate information about the thiamin 
and nicotinic acid levels. Examination of the 
scleras by the slit-lamp for peripheral vasculariza- 
tion and of the lips and mouth by experts in ribo- 
flavin and nicotinic acid deficiency will answer 
this question with certainty. 

Unlike the more severe thermal injuries suf- 
fered by the survivors of vessels torpedoed in the 
North Atlantic, where vascular thrombosis and 
sepsis may necessitate amputation, the peripheral 
lesions of the cases from southern waters were 
not serious and required over a fortnight’s hos- 
pitalization in only 6 cases. Three of these were 
the West African Negroes who undoubtedly had 
complicating injuries from immersion in cold 
water and less evidence of a vitamin deficiency 
than their Anglo-Saxon crew mates. The possible 
increased sensitivity of the West African Negroes 
to cold and their greater resistance to dietary de- 
ficiency will be a point of interest for further in- 
vestigation. In examining the northern survivors 
I had been impressed by the fact that the reaction 
caused by immersion in cold water rarely extended 
much above the ankles, whereas in these cases 
it rose nearly to the knees. The edema subsided 
promptly on bed rest, elevation of the legs and an 
adequate diet. The most incapacitating symptom 
was the neuritic pain in the feet. These per- 
sisted for nearly two months in the 3 Negroes, 2 
of whom were not given special vitamin therapy. 
Whether due to specific action or merely coinci- 
dentally, the neuritic manifestations disappeared 
within a period of three to ten days in the other 
men after a high intake of vitamin B. 


In evaluating these survivors of exposure, mal- 
nutrition and dehydration, it seems reasonable 
to conclude that the men of lifeboat A suffered in- 
jury from cold of slight but definite degree. This, 
however, falls far short of explaining the entire 
clinical picture that they presented. Although 
the crew members of lifeboat B were generally 
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chilled by the cloudy, heavy weather of the first 
five days, thereafter they suffered from intense 
heat and their feet remained dry except when 
they wet them for relief. Their most striking 
symptoms — edema to the knees, sensory disturb- 
ances, which in some cases involved the hands as 
well as the feet, stomatitis and ulceration of the 
gastrointestinal tract — must be accounted for on a 
basis other than immersion in cold water. These 
conditions made their appearance slowly, the first 
tingling and pain developing at the end of a week. 
The edema can be readily explained by the pro- 
longed dependency and protein deficiency. Wheth- 
er the sensory distyrbances and ulceration of the 
mucous membranes of the digestive tract are 
wholly or merely in part due to vitamin deficiency 
must require final proof from future more com- 
plete studies. Opportunities for such studies are 
now frequently present, particularly in the war 
in the South Pacific. 

In the matter of treatment, much can be ac- 
complished prophylactically by furnishing a more 
suitable lifeboat ration for vessels on tropical voy- 
ages. One of the hard facts brought out by the 
present naval war is that dry, concentrated foods 
are worse than none at all when water is scarce. 
Although the problem of supplying a more satis- 
factory ration remains to be worked out, an ade- 
quate intake of the various components of the 
vitamin B complex can be supplied very simply 
and inexpensively by tablets of brewer’s yeast.* The 
protective properties of fresh meat are well known, 
and whenever this can be obtained in the form of 
birds, fish or shellfish, the raw meat, blood, liver 
and other viscera can, with few exceptions,* be 
consumed with safety. It is of interest in this 
connection that Captain Bligh’s company, in the 
famous voyage from Tofoa to Timor after they 
were cast adrift by the mutineers on the Bounty, 
did not develop any symptoms of neuritis after six 
weeks on starvation rations supplemented by small 
quantities of fish, mussels and eggs of sea birds. 
Judging from the experience of Dixon, Pastula 
and Aldrich,’ who navigated the South Pacific 
for thirty-four days in a small rubber raft, an 
adequate diet can be obtained in many parts 
of the tropical seas if the lifeboat or raft is 
equipped with a small-caliber shotgun of rustless 
steel and a hand line or two. Richards and Bani- 
gan,* the authors of a very practical manual on 
how to abandon ship, point out that a fish spear 
is more useful than a hook and line — “Your hook 
either will be taken by a large fish, which will 

*More concentrated preparations are available that contain reasonable 


proportions of the various components in the vitamin B complex. Among 
these are Unicaps (Upjohn) and Vitamin B Complex Capsules (Lederle). 
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snap your line, or a small fish, which will be 
devoured before you can draw it in.” 

The skin can be protected against salt-water blis- 
ters in the tropics and also against cold by greas. 
ing’; therefore a liberal supply of heavy oil should 
be included in all lifeboat stores. In intense sun. 
shine the skin must also be protected by some 
form of clothing and, if possible, by rigging an 
awning over the boat. Any constricting clothing 
about the legs or tight shoes should be removed. 
In addition to greasing the feet, stretching the legs 
out horizontally and forcibly flexing and extend- 
ing the toes are of great value in reducing edema 
and sviffmess of the muscles. Weather and ab. 
sence of sharks and barracuda permitting, getting 
into the water and paddling alongside the boat has 
been found extremely helpful by all the sailors 
who have tried it. This not only prevents loss of 
water by sweating, but the muscular movements 
in a horizontal position increase the flow of lymph 
and return a considerable quantity of edema fluid 
to the circulation.’ 

When survivors are picked up they should be 
lifted on board the rescuing vessel and carried 
below to prevent further damage to the skin of 
their insensitive, swollen feet. If there is injury 
to the skin from sun and salt-water burns, preven- 
tion of sepsis is important. This and the care of 
cold-water injuries have been described in the first 
part of this paper.’ Further local treatment should 
include elevation of the swollen legs, Buerger's 
postural exercises and physiotherapy, if carried out 
in a hospital by an experienced person. 

The most urgent need of these survivors at the 
time of rescue is the proper treatment of their de- 
hydration and malnutrition. This treatment is car- 
ried out along standard lines and will not be dis- 
cussed here. In addition to a high protein intake, 
such patients should be given a therapeutic test of 
vitamin B in large amounts, with daily intramus- 
cular injections of thiamin chloride, 50 mg., and 
Lederle’s vitamin B complex, 10 cc. (this contains 
thiamin, nicotinic acid and riboflavin). If the re- 
sponse is favorable, it will go far to establish the 
diagnosis of vitamin B deficiency. Once this point 
has been settled, a less expensive therapy consisting 
of brewer’s yeast (which contains large amounts 
of all the vitamin B components) and a diet of 
green vegetables, carrots, butter and liver can be 
substituted. 


SUMMARY AND CONCLUSIONS 


The painful swelling of the feet observed in two 
lifeboat crews, adrift for prolonged periods in the 
Gulf Stream, had fundamental clinical and etio- 
logic differences from the “immersion-foot” syn- 
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drome which so often develops in the survivors 
of vessels lost in the colder waters of the North 
Atlantic. 

Both groups of men had edema of the feet due 
to prolonged dependency and immobility. 

In the case of the men torpedoed in the North 
Atlantic, additional swelling and neuritic pain 
were caused by direct injury to the skin, cutaneous 
capillaries and nerves by immersion in cold water. 

Immersion in warm water per se cannot account 
for either edema or pain in the legs and feet. 
Therefore the syndrome reported here should not 
be classified as immersion foot. 

In most of the men who were adrift for log per- 
iods in southern latitudes, direct thermal injury 
can be excluded (at least in the crew of lifeboat B). 
Hypoproteinemia from starvation was an addition- 
al cause of swelling in these survivors. Edema of 
this type is not generally considered to be painful. 
It is postulated, but not proved, that the stomatitis, 
sensory disturbances in the hands and feet, and 
plantar tenderness that developed in these patients 
were caused by a deficiency of the antineuritic fac- 
tor and other components in the vitamin B com- 
plex. Evidence is quoted to show that such a 
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deficiency may occur at a greatly accelerated rate 
in the rapid tissue-oxidation reactions that take 
place in men who are forced to do hard physical 
work in a hot climate on a very inadequate fluid 
intake, 

An added deficiency in vitamin K was suspected 
in 3 cases in which the prothrombin times were 
determined, and loss of blood in the stools was a 
common occurrence. 

The possibility that a deficiency of vitamins B 
and K may develop as a complication of shipwreck 
in such a brief period as two and a half weeks 
has not heretofore been suggested. 
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CLINICAL BIOTIN DEFICIENCY* 
Rosert H. M.D.+ 


BOSTON 


TS report was prompted by studies per- 
formed during the past year on a patient with 
a nutritional dermatitis that was thought to be due 
to “egg-white disease” or biotin deficiency. There 
have been no previous reports of its spontaneous 
occurrence in man or in other animals. 

Interest in egg-white disease was aroused in 1927 
when Boas’ reported that rats fed on a diet the 
protein content of which was furnished chiefly by 
dried egg white exhibited loss of weight, scaly 
dermatitis, baldness and spastic gait and finally 
died. He found that if the egg white was pre- 
viously boiled or if the wheat starch in the diet 
was substituted with potato starch, the syndrome 
did not develop. 

Since this report appeared, much work has been 
done to explain these mysterious phenomena” ® 
The disease has been produced in chicks,*® rab- 
bits, monkeys,° dogs’ and human beings®; how- 
ever, rats have been studied much more extensively 
than the other animals. The condition is usually 
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induced by the administration of large quantities 
of uncooked egg white. It has been demonstrated 
that chicks on such a ration have a deficiency of 
biotin in their tissues despite the abundance of 
this vitamin in the diet.” The condition has been 
induced in chicks without the use of egg white, 
however, merely by giving a diet that is devoid of 
biotin.®: 7° 

Rats fed a ration that is well balanced except for 
a large proportion of egg white as the sole source 
of protein begin to lose weight after a period of 
three weeks, and then develop red, scaly patches 
at the corners of the mouth.’ The coat becomes 
rough and sticky and the long hairs fall out. 
Meanwhile the red patches spread to other parts of 
the body, and the picture is that of a generalized 
exfoliative dermatitis. The loss of hair may be ex- 
tensive. There is marked spasticity of the limbs 
and the back is arched. Death is preceded by a 
rapid loss of weight. Necropsy shows almost com- 
plete absence of fat and increased vascularization 
of the skin. 

Histologic examination of the skin reveals acan- 
thosis, marked hyperkeratosis, parakeratosis and 
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intercellular and extracellular edema in the epider- 
mis.!! The blood vessels in the corium are in- 
creased in number and are dilated, but little cellu- 
lar infiltration is present and there is no endovas- 
culitis or perivascular infiltration. Slight edema 
is present, as well as dissociation of the connective- 
tissue fibers of the corium. 

Through the work of many investigators, it has 
now been shown that this disease in rats is due to 
the existence in the egg white of a substance that 
binds the biotin in the diet, preventing its absorp- 
tion." The specific constituent responsible for this 
effect has now been concentrated and purified.” ™ 
It is a proteinlike substance called “avidin” (an 
abbreviation for avidalbumin, meaning “hungry 
albumin”). This concentrated preparation can 
replace raw egg white as the toxic factor necessary 
for the production of egg-white disease, but it 
must be given orally, since with parenteral admin- 
istration it actually has a curative action."* The 
latter phenomenon is presumably due to the fact 
that concentrates of avidin consistently contain 
some biotin, which is liberated in vivo. The only 
source of avidin thus far known is egg white. 

The avidin-biotin compound under the condi- 
tions of the intestinal medium is a stable one and 
is excreted in the feces as such,” but may be broken 
up by steaming or by acid hydrolysis. Avidin 
loses its toxic effect if the egg white is heated at 
100°C. for three to thirty minutes.” 

Animals with egg-white disease recover rapidly 
when placed on a normal diet and when the in- 
gestion of egg white is stopped. They also re- 
cover even when continued on the same diet pro- 
vided that adequate quantities of vitamin H (bio- 
tin) are administered. The latter is from three to 
five times more effective when given parenterally 
than when given orally. 

The identification of vitamin H'**° (the cura- 
tive factor of egg-white disease in rats) as biotin”? 
(a growth factor for yeast) and as coenzyme R* 
(a growth and respiration factor for many strains 
of legume-nodule bacteria) has eliminated the 
necessity of animal assay for the estimation of 
biotin and has allowed substitution for it of a 
simpler and quicker microbiologic method. When 
yeast is used as the test organism,” the bioassay 
can be performed in less than twenty-four hours. 

Although biotin is widely distributed in the 
various articles of diet, it is found in the greatest 
concentrations in liver, kidney, yeast, cow’s milk 
and pancreas.**° It is present in egg yolk in a 
high-molecular, undialyzable form, which is physi- 
ologically active in yeast-growth tests or in tests 
made on rats with egg-white disease2” A whole 
eg, however, contains a distinctly greater amount 
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of avidin than can be neutralized by the biotin of 
the whole yolk.** 

Biotin is insoluble in water in its natural state 
as it occurs in liver, kidney or yeast.** For the 
complete extraction of biotin, commonly present 
in bound form in foodstuffs and similar products 
acid hydrolysis is, in general, the most suitable 
procedure.”*: 76: 28-80 

Biotin was first obtained in crystalline form in 
1936 in Kégl’s laboratory from egg yolk." The 
empirical formula was reported in 1938.* Du Vig. 
neaud and his have isolated 
biotin from the liver as the pure crystalline methyl 
ester, the physical and chemical properties of 
which are in close agreement with the empirical 
formula Ci: His Os N2S. Their later studies*® 
led to the recognition of certain functional groups 
of biotin, permitting them to conclude that it is a 
carboxylic acid containing an N, N’ - substituted 
cyclic urea grouping and possessing sulfur in a 
thio-ether linkage. 


Cast Report 


R. M. (No. 1042432), a 66-year-old retired Italian laborer, 
was admitted to the Boston City Hospital on October 8, 
1941, complaining of a chill, fever and cough. The routine 
clinical analyses revealed that he had a urinary-tract infec- 
tion, chronic bronchitis, emphysema, arteriosclerotic heart 
disease (with mild congestive failure), amputated penis 
and exfoliative dermatitis —the last being of particular 
interest so far as this paper is concerned. There was no 
history of medication or of exposure to chemical agents 
to account for the rash. His dietary history was, however, 
significant. 

Since adolescence the patient had been extremely fond 
of raw eggs, putting one or two into each glass of wine 
that he took. For several decades he had drunk wine 
or whiskey almost every day. During the six years pre- 
ceding admission he had drunk from | to 4 quarts of 
wine daily. In order to have a sufficient number of eggs 
for his drinks, he deserted his family and moved to the 
country so that he could maintain his own chicken farm. 
During this period of time he ate from two to six dozen 
raw eggs per week. He did not eat at any regular time. 
Sometimes he ate only one or two meals a day, and 
sometimes he drank nothing but wine and eggs for | or 2 
days. His choice of foods was narrow and consisted 
chiefly of canned goods; rarely did he drink milk or eat 
liver (sources of biotin). 

So long as he could remember, his skin had been quite 
red, but 5 years previously the redness increased and many 
scales were noted. A mild conjunctivitis had been present 
for several months. These changes persisted, and 3 months 
before admission there was an increase in their severity. 
There was not much fluctuation in the nature of the rash. 
There was never any itching, vesicles, bullas or evidence 
of skin infection; nor was there diarrhea, sore tongue, 
neuralgia, cheilosis, night blindness or hemorrhagic phe- 
nomena. 

In March, 1941, the patient had a partial amputation 
of the penis because of a carcinoma. Owing to a recut- 
rence of the neoplasm, a more radical amputation was 
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1943 
wad performed in September, —. On October 8, he had keratinization; masses of | keratinized material are 
a chill and fever and was readmitted to the hospital. separated from the underlying epidermis and there is 
On examining the skin, about half the total surface slight parakeratinization. Intracellular and extracellular 
state (chiefly the trunk) appeared normal, but the entire face, edema in the stratum mucosum is present. 
the ears, shoulders, dorsum of forearms, hands and lower legs The corium is thickened, owing to interstitial edema 
sent were fiery red and covered with many medium-sized and hypertrophy of the collagen fibers. The fibers 
ucts, 
able 
n in 
The 
Vig- 
ated 
of 
tical 
32, 33 
oups 
is a 
uted 
in a 
borer, 
ver 8, 
putine 
infec- 
heart 
penis 
icular ‘ 
as no 
agents 
vever, Figure 1. Section of Skin. 
Note the loose sheet of keratinizsed epithelium, the absence of rete pegs and the 
fond cellular infiltration around the hair follicles, sweat glands and blood vessels. 
wine 
wine scales. The involved areas were sharply demarcated from adjacent to the epidermis are homogeneous and pale; 
s pre- the normal skin. On the trunk the lesions were small the middle and deep fibers are thickened, but other- 
rts of and scantily scattered. There was no elevation of the wise normal. The sebaceous glands are absent, the 
E eggs skin, no raw surfaces and little if any edema. There was hair follicles atrophic, the arrectores pilorum muscles 
0 the slight palpebral edema and moderate conjunctival injec- hypertrophic, and the sweat glands and ducts dilated. 
form, tion, but no corneal vascularization. The tongue was A few acini of the sweat glands are necrotic. The 
dozen grayish red, but there was no papillary atrophy. elastic-tissue fibers are absent in the papillary bodies 
ne. The urine showed a + test for albumin, and the sedi- and decreased throughout the cutis, except in a band 
and ment contained many white cells, occasional red cells in the region of the superficial capillaries, where they 
1 or 2 and no casts. Cultures of the urine repeatedly grew colon are increased in number and the individual fibers 
isisted bacilli, enterococci, Staphylococcus aureus and occasionally hypertrophic. In the deep cutis they are hypertrophic 
peal Proteus vulgaris. The hemoglobin was 78 per cent. The but few in number. The subcutaneous fat and nerves 
white-cell count was 17,000, with 91 per cent polymorpho- are normal. In the upper corium are numerous areas 
/ quite esr embonggae 5 per cent lymphocytes and 4 per cent of cellular infiltration, involving particularly the sweat 
Hinton test was negative. glands and the blood vessels (Fig. 2). The cells are 
ween dine: sc 8 skin was taken on October 10. The chiefly polymorphonuclear leukocytes and lymphocytes, 
nonths “et Persad. —_ by Drs. Frederic Parker, Jr., How- with a few plasma cells. The vasculitis involves chiefly 
verity. pete a no - iam R. Hill and several other pathol- the superficial vessels, since the deeper vessels of the 
» rash. ey — ¢ diagnosis was not made, but a summary corium are normal. The vessels in the upper cutis are 
esti Observations is as follows: increased in number and show endothelial proliferation. 
ongue, There 's a sharp distinction between the corium 
¢ phe: and epidermis (Fig. 1). The rete pegs are flattened The significance of these histologic findings is discussed 
. oe areas they do not extend downward into below; it is obvious that they are not those of pellagra. 
station Some of the " aving a flat line between the two layers. A clinical diagnosis of possible biotin deficiency was 
rou: The « air follicles and sweat ducts are plugged. entertained, but immediate attention was given to the 


a was is of normal width, but there is hyper- urinary-tract infection, Nevertheless, in spite of intensive 
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treatment with sulfathiazole, sulfanilamide and sulfapyri- 
dine, it did not clear up during the period of observation. 

On admission, the patient was placed on a regular hos- 
pital diet. Five days later this was supplemented daily 
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of avidin in raw egg whites. Therefore, on October 2) 
the patient was placed on a daily diet consisting of 
1500 cc. of wine, the whites of twelve raw eggs 
1% pounds of rare steak and coffee without cream ne 


Ficure 2. Section of Skin. 
This shows the marked cellular reaction around the small blood vessels in the corium. 


with 600 cc. of wine and three raw eggs. The quantities 
of these were increased until, a week after admission, 
he was eating, in addition to the hospital diet, six raw 
eggs daily in a quart of wine. Nevertheless, the rash 
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Ficure 3. Treatment Given the Patient and His Course 
in the Hospital. 


improved rapidly and by the end of 2 weeks there were 
only traces of it. Treatment of localized areas of the skin 
with ultraviolet and infrared light caused no exacerbation 
in the dermatitis. 


An attempt was then made to cause an exacerbation 
by limiting the biotin intake and giving a large quantity 


sugar. All the wine issued had been made by the patient 
and contained 0.55 gamma of biotin per 100 cc. There 
fore the daily intake of biotin in the form of wine amount- 
ed to approximately 8 gamma. Assays of the beef muscle 
were not performed.* The whites of twelve eggs contain 
a sufficient quantity of avidin to bind approximately 
230 gamma of biotin.2* Therefore, it seems that little 
if any biotin would be absorbed from the gastrointestinal 
tract. On some days, indicated in Figure 3, the diet 
was supplemented with 10 mg. each of thiamin chlo 
ride and riboflavin, 50 mg. each of nicotinic acid 
and pyridoxine,t 100 mg. of calcium pantothenate,t 
5 drops of oleum percomorphum and 15 cc. of cod-liver 
oil. On November 16, the steak was reduced to 1 pound 
per day and the regimen continued until December 29, 
a total of 10 weeks. On December 20, the patient was 
given subcutaneously 0.5 mg. of the methyl ester of biotin.t 
This dose was repeated on alternate days until a total 
of six injections had been given. During the course of 
this treatment the biotin level of the serum was found 
to be normal for the first time. The amount of biotin 
excreted in the urine increased, but remained within 
normal limits. 

*Rat muscle has been found to contain some biotin,» 2° although small 
in quantity as compared with that in liver and yeast. Beef muscle in 


daily doses up to 7.5 gm. has been found not to cure egg-white disease 
in rats.24 Indeed, in some cases it seemed actually to accentuate the disease. 


71 am indebted to the Winthrop Chemical Company, Incorporated, New 
York City, for the supply of riboflavin (Flavaxin Niphanoid); to M 
and Company, Incorporated, Rahway, New Jersey, for the supply of 
pyridoxine (Hexabione) and calcium pantothenate; and to the S. M. A. 
Corporation, Chagrin Falls, Ohio, for the supply of the methyl ester of 
biotin. 
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The second biopsy of the skin, obtained on November 4, 
showed marked regression of the inflammatory reaction. 
The subsequent four biopsies at scattered intervals during 
the next 2 months were essentially alike, showing to a 
slight degree hyperkeratosis, atrophy of the epidermis, 
increased pigmentation of the basal cells, edema of the 
corium, perivascular infiltration with lymphocytes, promi- 
nence of arrectores pilorum muscles and absence of seba- 
ceous glands. During this time, however, there were 
slight or no gross abnormalities of the skin. 

During the hospital stay there was a loss of 10 pounds 
in weight, due partially to improvement in the congestive 
heart failure. During this period of observation, one 
of the left inguinal nodes became enlarged and quite firm. 
This was apparently due to neoplastic extension. During 
the period of hospitalization the patient’s general state 
of health appeared good and no new manifestations of 
vitamin deficiency developed. 


DiscussIon 


The presence of an exfoliative dermatitis of 
several years’ duration in a patient with poor 
dietary habits and the absence of a history of ex- 
posure to toxic factors strongly suggest that the 
dermatitis was due to a nutritional deficiency. A 
deficiency in any one of the following five vita- 
mins has been found to induce in animals the 
development of a scaly dermatitis: nicotinic acid, 
riboflavin, pantothenic acid, pyridoxin and biotin. 
Therefore, the clinical and histologic changes of 
these vitamin deficiencies must be considered in 
comparison with those listed in the patient above. 
It should be emphasized, however, that compari- 
sons of changes in animals may not be applicable 
to human beings. 

A nicotinic acid deficiency can readily be elim- 
inated, since the dermatitis was more central than 
peripheral and the histologic changes were defi- 
nitely not those of pellagra. Furthermore, there 


was no accentuation of the rash on treating the- 


skin with large doses of ultraviolet light and there 
was no diarrhea, delirium, atrophy of the lingual 
papillae and so forth. 

The skin changes of riboflavin deficiency, as de- 
scribed in rats, are milder than those observed in 
this case. They usually consist of small, whitish- 
yellow, dandruff-like flakes or scales; the formation 
of large scales and exfoliation is conspicuously 
absent.* Histologic studies show mild hyperkera- 
tosis, only very slight exudation in the upper 
corium, a decrease in the follicles and increased 
activity of the sebaceous glands.12 In this case 

cre was a marked exudative reaction in the 
corium and disappearance of the sebaceous glands. 


oreover, cheilosis and vascularization of th 
cornea were absent.35 


The histologic manifestations of pantothenic 
acid and pyridoxin deficiencies in animals tend to 
overlap, With the former, there is a scaly der- 
matosis and alopecia without acrodynia® ‘There 
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is also graying of the hair, hemorrhagic necrosis, 
serous exudate around the eyes, a twitch or paraly- 
sis of the hind legs and myelin degeneration of 
the sciatic nerves and spinal cord. Histologic 
changes of the skin in pantothenic acid deficiency 
have not been clearly distinguished from those 
due to pyridoxine deficiency. 

Animals deficient in pyridoxine have a scaly der- 
matosis that is most marked around the nose, 
mouth and distal ends of the extremities.2* Some 
areas of the skin remain normal. The formation 
of abscesses is common. On histologic examina- 
tion one notes marked hyperkeratosis, acanthosis 
and intercellular edema of the epidermis.’ 
The corium is also edematous and hyperemic and 
is diffusely infiltrated with lymphocytes, large 
mononuclear cells and, later in the disease, poly- 
morphonuclear leukocytes. In the early stages the 
hair follicles and sebaceous glands remain intact, 
but in the late stages there is an infiltration of 
polymorphonuclear leukocytes into and around the 
hair follicles and sebaceous glands. 

In animals with disease due to egg-white injury, 
there is acanthosis, parakeratosis, hyperkeratosis 
and intracellular and intercellular edema, without 
much cellular infiltration.** 

The changes that were noted in the sections of 
the skin of this patient were not entirely like any 
of the above-mentioned vitamin deficiencies. The 
picture was somewhat like that of biotin deficiency, 
but in addition there was a marked cellular reac- 
tion. The latter suggests the possibility of a 
pyridoxine deficiency, either alone or combined 
with biotin deficiency. The clinical picture, how- 
ever, was not similar to the acrodynia of rats. 

Thus, in summary, one may state that the ma- 
croscopic and microscopic changes of the skin of 
the patient were compatible with the diagnosis of 
biotin deficiency, but not pathognomonic of the 
condition as seen in animals, 

Assays of the serum revealed that the biotin 
content was below the normal level. The first 
urine specimen was also low, but all subsequent 
ones were within normal limits (Fig. 3). 

The ward diet during the first two weeks of hos- 
pitalization was perhaps sufficient in biotin con- 
tent to account for the almost total disappearance 
of the rash. In spite of the fact that the patient 
was then placed on a dietary regimen permitting 
little ‘or no absorption of biotin from the gastro- 
intestinal tract, there was no exacerbation of the 
rash and the urinary excretion of biotin remained 
normal. ‘The biotin content of the serum, how- 
ever, stayed below normal. It seems that this 
apparently paradoxical situation can best be at- 
tributed to the persistence of the urinary-tract in- 
fection. It has been shown that many bacteria can 
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synthesize biotin. The colon bacillus and Staph. 
aureus can produce it in large quantities,” and 
these organisms were repeatedly present in the 
urine of the patient, although he had been treated 
with various sulfonamides. It is probable that 
some of the biotin synthesized in the kidneys was 
absorbed by the vascular system and distributed 
throughout the body. 

Large doses of various members of the vitamin 
B complex, including biotin, did not cause com- 
plete disappearance of all the histologic changes 
in the skin. 

If this case is correctly interpreted as one of 
biotin deficiency, it is of interest that the patient 
developed a carcinoma of the penis with progres- 
sive growth while in a state of biotin deficiency, 
because du Vigneaud et al.*® have found that rats 
rendered biotin-deficient rarely develop carcinomas 
when fed butter yellow. Biotin was, however, re- 
garded by them as exerting a procarcinogenic ef- 
fect when butter yellow was fed to rats receiving 
a highly protective diet. 


SUMMARY 


A patient with an exfoliative dermatitis of sev- 
eral years’ duration has been described. A long 
history of the ingestion of large quantities of raw 
eggs and of poor dietary regulation suggests that 
he had biotin deficiency. 

Assays for biotin revealed that its content in the 
serum was persistently below normal, although it 
returned to normal on treatment with biotin. Most 
of the urine values were normal, possibly because 
of the persistence of a urinary-tract infection with 
biotin-producing organisms. 

The dermatitis largely disappeared after the 
patient had been on a regular ward diet, without 
many raw eggs, for a period of two weeks. 

Attempts to induce the reappearance of the der- 
matitis by the administration of a diet with large 
quantities of raw egg white and of low biotin 
content failed, possibly owing to the infection of 
the urinary tract. 

The coexistence of a carcinoma is of interest in 
a patient with possible biotin deficiency. 


I am indebted to Dr. Paul Gyorgy, of the Babies’ and 
Children’s Hospital, Cleveland, Ohio, for his numerous 


helpful suggestions and the bioassays of the various speci- 
mens for biotin. 
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MEDICAL PROGRESS 


ENDOSCOPY* 
Epowarp B. Benepicr, 


BOSTON 


NDOSCOPIC procedures are being used more 
E and more frequently in all large clinics, 
where facilities for them are readily available. The 
clinician must know when to call on the specialist 
for the various endoscopies. It is hoped that the 
following review will help to indicate the trend 
of modern endoscopic thought and will assist the 
physician in deciding when the endoscopist should 
be called in consultation. 


ANESTHESIA 


In all the large endoscopic clinics local anesthesia 
is used almost entirely. In the clinic at the Mass- 
achusetts General Hospital 5 per cent Larocaine 
Hydrochloride or 2 per cent Pontocaine Hydrochlo- 
ride has been substituted for cocaine, because al- 
though the latter may be somewhat more effective, 
it is probably more toxic than either Larocaine or 
Pontocaine. During the last few months it has 
been impossible to obtain Larocaine, and 2 per 
cent Pontocaine has been used entirely, without 
untoward results. 

A reaction to Pontocaine, however, was reported 
by Phillips, Congleton and Tuttle.’ Approximately 
5 cc. of 0.5 and 1.0 per cent Pontocaine was used. 
Almost immediately there were fainting, twitch- 
ing of the facial muscles and general tonic con- 
tractions, which were relieved by the intravenous 
administration of Dial. Other reactions to Ponto- 
caine have been reported, but none to Larocaine. 


BroncHoscopy 


Bronchiectasis. Blades and Graham? in a discus- 
‘ion of the surgical treatment of bilateral bronchi- 
ectasis mention that in some cases there has been 
difficulty in deciding from the appearance of lipi- 
odol bronchograms which of the lungs was more 
extensively diseased. In these cases the impressions 
gained by bronchoscopic examinations were relied 
on to determine the major source of pus. 


b Diamond and Van Loon* studied 75 cases of 
penne in children from the point of view 
. bronchoscopic aspiration, and concluded that 
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most of the patients were subjectively improved by 
repeated bronchoscopies, but that in not a single 
case was there an anatomic cure. 


Hemorrhage. In a study of 436 patients with 
hemoptysis, Jackson and Diamond‘ found the 
commonest causes to be bronchiectasis (138 cases), 
carcinoma (82 cases), tracheobronchitis (74 cases), 
pulmonary abscess (51 cases), no evidence of dis- 
ease (34 cases), nonsuppurative pneumonitis (15 
cases), suppurative pneumonitis (11 cases) and ade- 
noma (11 cases). Other rare diagnoses made up 
the balance of the series. The high percentage of 
tracheobronchitis is worthy of note, for many phy- 
sicians do not seem to recognize this condition as 
a cause of hemoptysis. In all these cases x-ray ex- 
amination of the chest was negative. Nine patients 
had had one or more massive hemoptyses. 

Parrish’ reports 1 case of fatal hemoptysis in 
which bronchoscopy showed only a friable mucosa. 
This was confirmed by autopsy, which showed 
only erosions of the bronchial mucosa. This 
seems comparable to the cases of massive and 
even fatal hemorrhage from gastritis, and serves 
to emphasize the fact that serious hemorrhage does 
occur from badly inflamed mucous membranes 
with erosions but without actual ulcerations. 


Asthma. Bases and Kurtin® emphasize the im- 
portance of bronchoscopic aspiration in status 
asthmaticus. They report that 6 of the 7 patients 
who died of status asthmaticus at the Mount Sinai 
Hospital in the past fifteen years and on whom 
autopsies were performed died from blocking of 
the tracheobronchial airway by excessive outpour- 
ing of secretion. In. many cases death could have 
been averted by bronchoscopic removal of the ob- 
structing secretion. 


Postoperative bronchoscopy. Schmidt, Mousel 
and Harrington’ stress the necessity of preventing 
atelectasis in the postoperative patient. In certain 
cases of bronchial obstruction they advise one or 
more bronchoscopic aspirations before operation to 
free the lung of as much of the infected secretion 
as possible. 

Sealy and Priestley* report a case of total gas- 
trectomy and cholecystectomy at the same time 
with very smooth convalescence. They attribut- 
ed this result to an immediate postoperative bron- 
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choscopy during which a considerable amount of 
bloody debris was aspirated from both sides of the 
tracheobronchial tree, and believe that had this 
material not been aspirated, a pulmonary infec- 
tion would in all likelihood have developed which 
would have interfered materially with the pa- 
tient’s convalescence. At the Massachusetts General 
Hospital we consider this of such significance that 
we are training our anesthetists in the use of the 
bronchoscope for postoperative aspiration of secre- 
tions. 

Bird® writes interestingly regarding the value of 
bronchoscopic aspiration immediately following 
operation. He reports that after the passage of an 
ordinary catheter through the endotracheal tube, 
one may still hear bizarre, coarse rales over various 
portions of the bronchial tree. If a bronchoscope is 
then introduced, exudate is always found, usually 
in small amounts, distributed irregularly along 
the sides of the trachea and large bronchi and 
in the orifices of some of the secondary bronchi. 
On removal of this bubbling fluid, on auscultation 
the lungs will be found entirely clear. Bird be- 
lieves that removal of this residual, even though 
small, is essential, for if it remains it may cause 
localized bronchial infection and an exhausting, 
ineffective cough. 

Carcinoma. Holleb and Angrist’ report 2 cases 
of bronchogenic carcinoma associated with pul- 
monary asbestosis. Although these cases are of in- 
terest, it is impossible to prove a causal relation 
between the two conditions. 

‘Prickman, Maytum and Moersch™ observed 3 
cases of primary bronchogenic carcinoma in asth- 
matic patients. Here again the significance of 
chronic irritation in the development of carcinoma 
is of interest but no causal relation can be proved. 

Ochsner and DeBakey’ have made a careful 
study of metastases from primary carcinoma of 
the lung, and conclude that in this disease there is 
a high incidence of metastases at the time the di- 
agnosis is made, although fortunately some cases 
of bronchogenic carcinoma are characterized by 
late and limited metastases. The relative inci- 
dence of metastases to various organs and lymph 
nodes based on a collected series of 3047 cases is 
presented. 

Goldman” made a special study of carcinoma 
of the lung of long duration. In a series of 11 
selected cases, 10 of which were epidermoid, the 
duration from the time of onset of symptoms until 
diagnosis averaged ninety months. Goldman 
blames the delay in diagnosis on the inadequacy of 
bronchoscopy and roentgen examination to dem- 
onstrate early small peripheral tumors, particu- 

larly when complicated by empyema and abscess. 
He urges the education of both patient and physi- 
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cian “to produce in them an anaphylactic reaction” 
to the possibility of cancer in men over forty with 
symptoms of pulmonary disorder. 

Adams, Steiner and Bloch" discuss what the 
call malignant adenoma of the lung, or peers, 
like tumors of several years’ duration. They report 
5 cases of endobronchial tumor characterized by 
a long clinical course with low-grade but definite 
malignant manifestations. I believe that in gen- 
eral it is possible for pathologists to differentiate 
benign from malignant tumors. The term “bron. 
chial adenoma” should denote a benign tumor, and 
as a tumor becomes invasive it should be called 4 
carcinoma. “Malignant adenoma” seems to be 
somewhat of a contradiction in terms. 

Clerf and Bucher’ report 35 cases of adenoma 
of the bronchus in 243 consecutive cases of carci- 
noma, an incidence of 14 per cent. In one case an 
adenoma involved the trachea and both main 
bronchi. In another, an apparently benign ade- 
noma was shown five years later to be a carcinoma; 
at post mortem there was a mass in the lung 
with metastatic carcinoma in the lymph glands of 
the mediastinum. When one considers the pos- 
sibility of some adenomas’ being relatively low- 
grade carcinoma, it is evident that lobectomy or 
pneumonectomy must be seriously considered, not 
only from the point of view of possible malignancy 
but also because, even in benign adenomas, there 
is frequently irreparable lung damage. 


Tuberculosis. Brantigan, Hoffman and Proctor" 
point out that the increasing use of bronchoscopy 
for tuberculous patients has revealed a significant 
percentage of pulmonary lesions to be complicated 
by endobronchial lesions. They advise routine 
bronchoscopies before the performance of pneu- 
molysis. 

Durkin and Vinson™ report the favorable out- 
come of a tuberculous bronchial stricture treated 
by high-voltage roentgen therapy. Since tracheo- 
bronchial tuberculosis may heal spontaneously, the 
value of x-ray therapy in this disease is easily exag- 
gerated. 

Phelps’® emphasizes the poor prognosis in tra- 
cheobronchial tuberculosis, having found 31 per 
cent of a series of patients dead in five years, 6 
per cent with chronic disease and only 6 per cent 
completely recovered. He finds the local appli- 
cation of 30 per cent silver nitrate helpful. 

Alexander, Sommer and Ehler™ are opposed to 
any form of collapse therapy for pulmonary tuber- 
culosis when there are signs or symptoms of tra- 
cheobronchial tuberculosis until bronchoscopy has 
been performed to determine the type, position and 
extent of the bronchial lesions. After a long 
discussion, these authors conclude that there are 
certain clear-cut indications and contraindications 
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to both pneumonectomy and thoracoplasty in the 
treatment of pulmonary tuberculosis with bronchial 
stricture, atelectasis and fibrosis that must be 
strictly observed if a high percentage of therapeutic 
failures is to be avoided. In some cases neither 
pneumonectomy nor thoracoplasty can be used 
safely,, For those cases in which no contraindica- 
tion: to either pneumonectomy or thoracoplasty 
exists, ‘they believe that thoracoplasty is the better 
operation, because the mortality is much lower than 
with pneumonectomy and the percentage of ap- 
parent healing of the tuberculosis is much higher. 
Chamberlain and Gordon” consider the problem 
of endobronchial tuberculosis involving the large 
bronchi as essentially one of mechanical obstruc- 
tion and its complications (emphysema, bronchiec- 
tasis, atelectasis and so forth). They also hold that 
early bronchoscopic recognition of the bronchial 
disease and reduction in the size of the pulmonary 
bed before chronic stenosis occurs are of funda- 
mental importance in the therapeutic program; 
that pneumothorax is a dangerous form of therapy 
when the bronchial disease is severe and large 
bronchi are involved; that the local application of 
silver nitrate often aids therapy directed at the 
pulmonary lesion; and that severe endobronchial 
tuberculosis produces permanent damage to the 
bronchus and is accompanied by irreversible se- 
quelae. A permanent form of therapy is therefore 
indicated. The results from thoracoplasty have 
been good. External drainage, lobectomy and 
pneumonectomy may be used in selected cases. 

Thornton and Adams” in an article on the re- 
section of lung tissue for pulmonary tuberculosis 
conclude as follows: The commonest complica- 
tions have been persistent fistula, contralateral 
spread and empyema. The commonest indica- 
tions for operation have been tuberculoma and 
isolated tuberculous lesions simulating tumor, tu- 
berculous bronchiectasis, bronchial stenosis and 
post-thoracoplasty cavities. The best results were 
obtained in patients with closed lesions or with 
negative sputums. Resection of lung tissue in 
cases with bronchial stenosis is suggested only if 
secretions cannot be made to drain past the stric- 
ture. Rarely lobectomy or pneumonectomy may 

performed in this type of case in the presence 
of a positive sputum; in general, however, resec- 
tion of lung tissue is hazardous in the presence of 
@ Positive sputum. If possible, collapse therapy is 
preferred. 

Benedict”? in a symposium on bronchial ob- 
struction discussed the problem of tracheobronchial 
tuberculosis, He emphasizes the fact that only by 
bronchoscopy can the differential diagnosis be es- 
tablished between this disease and other diseases 
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causing bronchial obstruction, especially benign 
and malignant tumors. 

From this review of the literature it is apparent 
that the medical profession is becoming increas- 
ingly aware of the importance of bronchoscopy in 
tuberculosis. 


EsopHAcoscopy 


Carcinoma. ‘The most significant advance in 
surgery of the esophagus has been resection cr 
lesions of the lower end by the transthoracic ap- 
proach. Churchill and Sweet** have reported their 
experiences in this field and have described in 
detail the operative procedure whereby the tumor 
is resected and a direct anastomosis made between 
the esophagus and stomach. Esophagoscopy is es- 
sential for determining the nature and level of the 
lesion, and especially for procuring tissue for mi- 
croscopic diagnosis. The results of operation com- 
pare favorably with those for resections for carci- 
noma in other locations of the stomach. 


Carcinoma of the upper esophagus is notoriously 
difficult to treat, but Wookey** has described a 
method of surgical removal of such growths even 
when they involve the hypopharynx. Complete 
removal of the larynx and pharynx may be neces- 
sary, and in such cases it has been possible to re- 
construct the pharynx and upper esophagus to 
permit the normal taking of food. 

Benign tumors. Samson and Zelman*® report 
that benign tumors are often asymptomatic and 
are encountered accidentally at autopsy. They are 
located predominantly in the upper fourth of 
the esophagus and include lipoma, myxoma and 
fibroma. In a series of 26‘ cases of grossly pedun- 
culated tumors, 3 patients died suddenly because 
of regurgitation of the tumor into the larynx. 
After a thorough consideration of treatment by 
esophagotomy or esophagoscopy, it is the opinion 
of the authors that endoscopic removal is superior 
to extirpation by external esophagotomy. 

Benign stricture. Certain cases of esophageal 
stricture have been found to be impenetrable. In 
such cases Drash and Woodward** recommend a 
surgical approach combined with the use of a 
bougie manipulated within the esophagus and 
manually from without. 

Cardiospasm. Etzel*" presents data which he 
believes tend to show that megaesophagus (cardio- 
spasm), megacolon, achalasia of the pylorus, mega- 
ureter and disturbances in the cardiac conduction 
svstem are but varied manifestations of the same 
disease. A chronic or intermittent deficiency of 
vitamin Bi is suggested as the etiologic agent of 
the degeneration in the autonomic nervous system, 
thereby instituting a series of physiopathologic 
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changes that culminate in the clinical picture de- 
scribed. 

Samson and Foree”® have reviewed the literature 
on the injection treatment of esophageal varices 
and report 1 case in which sclerosis was obtained 
by nine injections of 0.5 to 6.0 cc. of 2.5 per cent 
sodium morrhuate. They believe that the method 
has merit and deserves further trial. In their case 
many varices were present in the stomach. 


GASTROSCOPY 


Taylor” has described a new gastroscope the 
flexible part of which can be curled up or allowed 
to lie flaccid. It is flexible in all directions, but 
-an be bent forward and backward in the plane of 
the objective up to the limits of optical flexibility. 
By reason of this controllable flexibility the new 
instrument possesses the following advantages: 
greater safety of instrumentation, less likelihood 
of failure of instrumentation, abolition of blind 
areas in the stomach, ability to move the instru- 
ment about in the stomach so as to inspect any 
particular area closely at will and from more than 
one angle and greatly increased illumination with 
less distortion of the image. In fact, endoscopic 
photography, which has previously been impossible 
with other flexible gastroscopes, has now become 
practicable. 

Gastritis. Barnett®® studied the symptoms of 
superficial gastritis and found no correlation be- 
tween the symptoms and the severity of the gas- 
tritis as seen through the gastroscope. He found 
frequent gastroscopic evidence of transition from 
superficial to atrophic gastritis. 

Benedict** in a series of 1300 cases examined by 
gastroscopy found hypertrophic gastritis without 
other gastric or duodenal disease in 117 cases (9 
per cent). ‘The commonest symptom was epigas- 
tric pain, which occurred in 74 per cent of the 
cases. It was relieved by food or soda in 81 per 
cent, related to meals in 52 per cent and present at 
night in 21 per cent. The similarity to ulcer pain 
is therefore striking. Other frequent symptoms 
were vomiting (45 per cent), hemorrhage (42 per 
cent), gas (41 per cent), sour eructations (16 per 
cent) and heartburn (15 per cent). Clinical im- 
provement was in most cases definitely correlated 
with the improvement in the gastric mucosa as 
seen by gastroscopy. The expert roentgenologist 
using the relief technic may be helpful in sug- 
gesting a possible diagnosis of gastritis, but the 
only way of obtaining a positive diagnosis is by 
gastroscopy, and only by it can the differential 
diagnosis be made between the superficial, atrophic 
and hypertrophic forms. No method is wholly 
accurate in differentiating some severe cases of 
hypertrophic gastritis from those of carcinoma. In 
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doubtful cases surgical exploration, including gas- 
trotomy and biopsy, should be performed. 
Olleros** points out that pernicious anemia js 
usually accompanied by atrophic gastritis, which 
may improve with liver therapy to a point where 
as observed through the gastroscope the lesion ap- 
pears to be undergoing complete cure, although 
the improvement is never accompanied by histo- 
logic restoration. In tropical sprue Olleros found 
atrophic gastritis localized or generalized, but not 
so severe as that seen in pernicious anemia. After 
liver therapy the symptoms were checked and the 
gastroscopic characteristics ceased to predominate. 
Einsel** reports a case of superficial ulcerative 
gastritis following tryparsamide therapy for syph- 
ilis. This patient had had heavy antisyphilitic 
treatment, which was followed by uncontrollable 
vomiting of several weeks’ duration. Gastroscopy 
demonstrated hundreds of eroded areas, 2 to 4 mm. 
in diameter, with a pearly-white base and red 
edge. The mucosa was edematous and bled easily. 
Judd*™* has carefully studied the residual lesions 
of ulcerative gastritis and their possible relation 
to the development of carcinoma of the stomach. 
In a review of the literature he emphasizes that 
cancer is always accompanied by gastritis (Fa- 
ber**); that cancer never develops in a healthy 
stomach (Hurst®*); that most carcinomas of the 
stomach probably arise on the basis of a chronic 
atrophic gastritis (Tuomikoski**); that gastric 
carcinoma may follow the atrophic type of gas- 
tritis (Schindler, Ortmayer and Renshaw“); and 
that the hyperplasia of the mucous glands may 
have some relation to the development of carci- 
noma (Robertson**). Judd made a microscopic 
study of surgically resected stomachs, and found 
a consistently lower incidence and markedly less 
prominent degree of hyperplasia in the control 
groups than in the cancer group, lending support 
to the conclusion that hyperplasia or regenerative 
activity is an important factor in the pathogenesis 
of carcinoma of the stomach. His final conclu- 
sions are that carcinoma develops in a previously 
damaged stomach; that many years of such injury 
may be required before neoplastic transformation 
begins; and that the pathogenesis of gastric carci- 
noma is directly related to the disorganized hyper- 
plasia of gastric mucous cells. 
Benedict and Mallory’ made a careful study of 
51 cases of surgically resected stomachs in an at- 
tempt to correlate the gastroscopic with the patho- 
logical findings in gastritis. The correlation was 
found to be more accurate than had been & 
pected, and confirms the accuracy of the gastro 
scope in the diagnosis of gastritis and the differ 
entiation of the various types of gastritis. Supé 
ficial gastritis as described by the gastroscopist cof 
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responds to the acute exudative gastritis of the 
pathologist. The term atrophic gastritis” is 
used by both gastroscopist and pathologist to de- 
note the same type of mucosa. Hypertrophic gas- 
tritis as described gastroscopically corresponds to 
an exaggerated form of the physiologic plasma-cell 
and lymphocytic infiltration of the normal stom- 
ach. In this series there was complete or partial 
agreement between the gastroscopist and the path- 
ologist in 88 per cent of the cases. 

Gastric ulcer. Wolf and Wolff*! studied the 
effect of emotions on the gastric mucosa of a 
patient with a gastric fistula, and found that in- 
tense sustained anxiety, hostility and resentment 
were accompanied by severe and prolonged en- 
gorgement, hypermotility and hypersecretion in 
the stomach. In this state mucosal erosions and 
hemorrhages were readily induced by even the 
most trifling traumas, and frequently bleeding 
points appeared spontaneously as a result of vig- 
orous contractions of the stomach wall. 

Carcinoma. Moersch and Weir** present a case 
of prolapse of the gastric mucosa in which the 
lesion was misinterpreted gastroscopically as being 
gastric carcinoma. They believe that repeated gas- 
troscopic examinations obviate such errors, and 
that palpation of the abdomen during gastroscopy 
aids the gastroscopist in determining the pliability 
of the gastric wall and in bringing into view por- 
tions of it that might otherwise not be visualized. 

Templeton and Boyer** have analyzed the gas- 
troscopic and roentgenologic findings in the di- 
agnosis of gastric cancer, and conclude as follows: 
In most cases a gastric cancer visible by one of the 
two methods of examination is demonstrable by 
the other, and will be diagnosed correctly by both 
the gastroscopist and the roentgenologist. Some- 
times a lesion, by virtue of its location and mor- 
phology, is visible only to the gastroscopist or to 
the roentgenologist. Occasionally, lesions that are 
demonstrable by both methods are diagnosed as 
malignant by one examiner and as benign by the 
other, and when the facts finally become known it 
is found that the gastroscopist is no more and no 
less likely than the roentgenologist to be correct. 
Lastly, a combination of gastroscopy and roentgen- 
ology will result in a higher percentage of correct 
diagnoses than will either procedure alone. 

Benign tumor. Cohn, White and Weyrauch** 
report an interesting case of granuloma of the 
which followed the ingestion of medica- 
‘on containing colloidal kaolin (hydrated alumi- 
num silicate), The patient had had abdominal 
oe Pyrosis, nausea and vomiting for eight years. 

inical and roentgenologic examination revealed 


o Sastric disease. Gastroscopy showed a prepy- 
oric tumor, which, however, was not seen in the 
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grossly resected stomach. Microscopic study proved 
the lesion to be a granuloma with the type of 
foreign-body giant cell present in the lesions of 
silicosis. Mineralogic studies confirmed the pres- 
ence of silica in the gastric tissues. Following 
resection the patient became asymptomatic and 
remained so for over two and a half years. 

Schindler, Sandweiss and Mintz** state that it is 
possible to make a diagnosis by gastroscopy of a 
benign submucosal tumor by the stretching of a 
mucosal fold from the surrounding mucosa up to 
the surface of the tumor. The appearance of this 
type of tumor as seen by gastroscopy has also been 
illustrated by Benedict.** 


Seasickness. Schwab" studied 38 cases of chronic 
seasickness in naval personnel and found that the 
patients fell into two groups: those constitutionally 
sick, with a history of car, bus and other sickness 
and with poor efficiency at sea; and those with 
severe seasickness, without the history of other 
sicknesses ashore and with a fair degree of efficiency 
at sea. Unfortunately, gastroscopy was carried out 
in only 2 cases. 


PERITONEOSCOPY 


Beling*® believes that peritoneoscopy has not re- 
ceived the attention to which it is entitled. He 
thinks that if its indications and contraindications 
were better understood, the correct use of the 
peritoneoscope would bring about more accuracy 
in diagnosis and more correct treatment. He states 
that peritoneoscopy is indicated for the following 
conditions: noninflammatory disease of any of the 
organs within the greater sac of the peritoneal 
cavity, excluding the contents and border of the 
lesser sac, the pancreas, the kidneys and other 
retroperitoneal structures, with certain exceptions; 
a pancreatic growth, particularly one interfering 
with the continuity of the common bile duct, or 
one suspected of metastasis; a retroperitoneal mass 
(for determination of the location of an intra- 
abdominal mass with relation to the peritoneum) ; 
a suspected neoplasm or anomaly of any of the 
pelvic organs, including endometriosis; old chronic 
inflammatory disease of any of the pelvic organs; 
suspected ectopic pregnancy; splenomegaly or hep- 
atomegaly; ascites not of cardiac origin; and 
tuberculous peritonitis. He particularly empha- 
sizes the importance of peritoneoscopy in deter- 
mining the presence or absence of liver metastases, 
primary carcinoma of the liver, hepatic cirrhosis, 
pelvic malignancy and ascites. 

Donaldson, Sanderlin and Harrell*® report a 
method of suspending the uterus without open 
abdominal incision by using the peritoneoscope 
and a special needle. This appears to be an in- 
genious idea, and the procedure is no doubt prac- 
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ticable in certain cases, but I am advised by gyne- 
cologists in this clinic that this type of suspension 
(Olshausen) is seldom used nowadays, and that 
therefore peritoneoscopic suspension would be in- 
frequently indicated. 

Hamilton™ reports a new instrument consisting 
of a blunt-tipped rod with a “manipulator” and 
an insulated endothermy electrode, both of which 
fit into the sheath of a small paracentesis trocar 
through an airtight nipple. When needed, the 
trocar and sheath are introduced through a tiny 
separate stab wound under peritoneoscopic view, 
the trocar is removed, and the manipulating rod 
or electrode is inserted. The electrode is capable 
of dividing adhesions, opening benign cysts and 
so forth. With the rod, obstructions to peritoneo- 
scopic vision are pushed aside or hidden structures 
are lifted into view. The ‘author reports no ac- 
cidents, and gratifying results. 
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CASE 29081 
PRESENTATION OF CASE 


A four-month-old girl was sent to the hospital 
because of fever, cough and extreme restlessness. 


Three days prior to admission the patient de- 
veloped a slight dry, hacking cough and seemed 
pale. She moaned all night, seemed feverish and 
became increasingly irritable. Her appetite was 
poor, but she took water well. At no time did she 
vomit. Bowel movements were normal. The child 
was treated at home with Argyrol nose drops and 
alcohol rubs. 

The family history was negative. There was no 
evident exposure to contagion or illness of any 
kind. The child was delivered at term after a 
normal pregnancy. She was breast fed, and vita- 
min supplements were provided after three weeks 
of age. The child gained weight and seemed quite 
normal prior to the present illness. 

Physical examination disclosed a well-developed 
and well-nourished but acutely ill child who was 
fluhed but seemed well hydrated. Respirations 
were rapid and of a grunting type. There was no 
rash. The fontanelles were flat. Both eardrums 
were slightly congested, but the landmarks were 
normal. The nose was clean. The throat was 
slightly congested. Expansion of the chest was 
symmetrical. Over the entire lower part of the 
left lung the percussion note was impaired and 
bronchovesicular breathing was audible. Examin- 
ation of the heart and abdomen was negative. The 
liver edge was palpable at the costal margin. 

The temperature was 104°F. 

Examination of the blood revealed a red-cell 
count of 4,200,000 with a hemoglobin of 105 per 
cent, and a white-cell count of 15,450 with 53 per 
cent polymorphonuclear leukocytes, 38 per cent 
lymphocytes and 9 per cent monocytes. A throat 
culture demonstrated a few beta-hemolytic strep- 
tococci, 

An x-ray film of the chest showed an area of 
ngage behind the heart in the left lower 
left costophrenic angle was partially 
Re Spite of a course of sulfadiazine producing a 

ood level of 5.0 mg. per 100 cc. the child’s tem- 
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perature remained elevated, spiking daily to over 
104°F. On the second day after admission the 
right eardrum was acutely inflamed and bulging 
and the landmarks were obliterated. One observer 
believed that the signs of consolidation had spread 
to the left upper lobe and possibly to the right up- 
per lobe. Marked abdominal distention developed, 
and the child died on the fourth day after admis- 
sion, the temperature finally rising to 106.1°F and 
the respirations to 60. 


DirFERENTIAL Dracnosis 


Dr. Ravpy A. Ross: The history in this patient 
is one of a mild respiratory infection gradually 
progressing without apparent fluctuation. The 
remark about the moaning of the child is of some 
interest since babies who are sick often have a 
sighing type of respiration that might be called 
moaning. 

The examination at the time of admission gave 
evidence of bilateral otitis media shown by con- 
gestion of both eardrums and also of some type 
of consolidation in the left lower lobe. The red- 
cell count was normal. One wonders whether the 
hemoglobin reading of 105 per cent was accurate. 
It is a striking degree of hyperchromatism in the 
red cells for an infant of four months; in the 
newborn period, of course, it is regularly seen. 
The leukocytosis is perfectly compatible with an 
acute infection in a child of this age. The relative- 
ly high percentage of monocytes does not point in 
any one direction. 


The most important laboratory finding is the 
throat swab; even a few colonies of beta-hemolytic 
streptococcus in an infant of four months are of 
possible pathologic significance. However, it is 
generally understood that throat cultures are not 
indicative of the true etiologic agent in the lower 
respiratory tract; one should make a nasopharyn- 
geal culture or one from material coughed up from 
the lower respiratory tract. To obtain the latter 
is a difficult procedure, which takes some degree of 
experience. The former can be easily carried out 
with the proper equipment. One wonders about 
blood cultures. There is no mention of them. 


I should like to see the x-ray films. 


Dr. Georce W. Homes: The process spoken of 
in the chest is visible at this point, close to the 
angle of the diaphragm and the spine, and is more 
or less hidden by the shadow of the heart. There 
is also an area out toward the periphery that ob- 
scures the angle between the diaphragm and the 
chest wall, which may be a continuation of the 
same process. The diaphragm is not elevated. 
There is no evidence of decreased aeration in the 
lung. One would not seriously consider a plug- 
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ging of the bronchus, with a collapsed lung. It looks 
more like consolidation of some sort. 

Dr. Ross: There is no evidence of fluid? 

Dr. Hoimes: No. 

Dr. Ross: The clinical picture, together with 
the laboratory evidence, is one of a generalized 
respiratory infection involving the throat and ears 
and producing a localized pneumonic process. One 
is tempted to incriminate the hemolytic streptococ- 
cus as the etiologic agent, inasmuch as that organ- 
ism was found in the throat. However, hemolytic 
streptococci may be found at the same time that 
other pathogenic organisms are present in the lower 
or upper respiratory tract and may not be the real 
cause of the difficulty. In this age group, under 
six months, pneumonia is still a serious problem. 
Before the advent of chemotherapy the fatality 
rates in this age group were as high as those at the 
other extreme of life. Some figures show up to 40 
or 50 per cent mortality. 

Thus we have a patient who was, by reason 
of her age, unable to handle the type of infection 
that we suppose was present. Lack of adequate 
response of the patient to infection often leads to 
the accumulation of purulent material, either be- 
cause of infection of the serous cavities or because 
of a breaking down of the involved portion of the 
respiratory tract. 

In the hospital course there was a steady pro- 
gression downhill, with a spiking temperature and 
the probable spread of the pneumonia. The ques- 
tion of fluid in the pleural cavity comes to mind as 
the cause of spread of signs in the chest, but we 
have no further evidence of that. The appearance 
of otitis media of a purulent type indicates a pro- 
gression of the process. One wonders whether 
we are justified in saying it was justifiable to state 
that the temperature remained elevated “in spite 
of a course of sulfadiazine producing a blood level 
of 5 mg. per 100 cc.” Five milligrams is consid- 
ered the lower limit of the effective level of sulfa- 
diazine, and, particularly in this age group, a high- 
er level should be aimed at. The development of 
distention in the last forty-eight hours of life may 
have been entirely on the basis of paralytic ileus, 
which is frequently seen in serious pneumonia. 
On the other hand it may have been due to the 
spread of the infection to the peritoneum. 

The diagnoses are localized pneumonia, puru- 
lent otitis media on the right and a purulent intra- 
thoracic complication — empyema or a breakdown 
of the involved lung into multiple abscesses. Peri- 
tonitis is a remote possibility. 

Dr. Attan M. Butier: Another point that this 
case brings to mind is the necessity today of try- 
ing to be specific in the bacterial diagnosis of a 
severe respiratory infection, whether it is tracheitis, 
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bronchitis or pneumonia. One wonders if all of 
us at times have been a little too satisfied with 
just giving sulfonamide therapy in such cases 
without tracking down the specific etiologic agent, 
The reason it is important is that we have specific 
therapy for certain types of infection. For instance 
with influenzal infection we have specific anti. 
influenzal rabbit serum that should be given in con. 
junction with chemotherapy. If Dr. Castleman 
should say in a moment that the cause of infec. 
tion in this child was a staphylococcus and not a 
beta-hemolytic streptococcus, then, with penicillin 
available, the specific therapy should be a combina. 
tion of penicillin and sulfadiazine. The search 
for the specific infectious agent should be pur- 
sued with just as much intensity now as it was 
prior to the days of sulfonamide therapy. 

Dr. Benyamin CastLtEMAN: How would you 
go about it? 

Dr. Butter: In this particular case, every effort 
should have been made to get nasopharyngeal cul- 
tures, which are better than throat cultures. With 
the spike in temperature, blood cultures should 
have been obtained. I imagine such efforts were 
made but were not successful. 

Dr. CastLtemMan: A blood culture was taken but 
did not grow out by the time the patient died. 


CurnicaL D1aGNnoses 


Bronchopneumonia. 
Bilateral otitis media. 


Dr. Ross’s D1acNnoses 


Pneumonia, localized. 

Otitis media, purulent, right. 

Intrathoracic purulent complication (empyema 
or multiple abscesses). 


ANATOMICAL DIAGNOSES 


Pulmonary abscesses, multiple, left. 
Empyema, left. 
Bronchopneumonia, left. 

Otitis media, acute, bilateral. 


PatuotocicaL Discussion 


Dr. Castteman: The autopsy on this child 
showed an empyema in the left pleural cavity, 
which was filled with thick creamy-yellow puru- 
lent material. The visceral pleura of that lung 
was studded with small abscesses 1 or 2 mm. 
in diameter. A cross section of the lung showed 
that the parenchyma itself was diffusely involved 
with abscesses 2 or 3 mm. in diameter. The in- 
tervening lung tissue was consolidated. The proc- 
ess probably began as a pneumonia and then rap- 
idly broke down into small abscesses. A culture 
of the middle ears, both of which contained pus 
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showed Staphylococcus aureus. 1 think therefore 
that we can be quite certain that the whole process 
was due to a staphylococcal infection, although the 
blood culture, even after a period of two weeks, 
showed no growth. 

Dr. CHARLES JANEWAY: 
from the empyema cavity? 

Dr. CastLeMAN: One was taken but we could 
not find the report; I am sure that it was due to 
2 staphylococcus. The fluid was thick and puru- 
lent, not the type one sees with a hemolytic strep- 
tococcus. There was no evidence of infection any- 
where else, including the sinuses of the head. 

Dr. Homes: What was the date of death? 

Dr. Castteman: Four days after the films were 
taken. 

Dr. Homes: Do you think it would be possible 
for empyema to develop after these films were 
taken? 

Dr. Castteman: Yes. There probably was 
some pleurisy at the time the films were taken, 
but probably little if any fluid. 

Dr. Janeway: I should like to emphasize the 
fact that this was a staphylococcal case and that 
bacteriology of the respiratory tract should not be 
done in the conventional way, particularly when 
dealing with infants or children. Our tendency is 
to type a sputum for pneumococci and not even 
culture it. We are gradually getting away from 
that, but bacteriologists are prone to look at a 
plate only for hemolytic streptococcus and pneu- 
mococcus. If they do not see them they say that 
there are no important organisms. In the influ- 
enza epidemic two years ago, when staphylococcal 
pneumonia was a complication, we missed one or 
two cases until we became aware of the fact that 
on the blood plate made from the sputum the 
staphylococcus was by far the predominant organ- 
ism. That is true in any severe infection of the 
respiratory tract in an adult when there is a virus 
infection or when there is trauma, such as occurs 
from the inhalation of smoke or poison gases, 
both of which pave the way for secondary bacterial 
invasion. In the infant, susceptibility is so great 
that no antecedent damage is necessary to enable 


less pathogenic micro-organisms to invade the 
ungs. 


Was there a culture 


CASE 29082 
PRESENTATION OF 


Pr aty-two-year-old blind housewife was sent to 

a because of pain in the right foot. 
to admission the patient: was 
Three + ave dropped a flatiron on her right foot. 
ee months before entry she noticed a constant 
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dull nonradiating pain in the lateral aspect 
of the foot, which became progressively worse. 
Approximately a month later swelling developed 
over the dorsolateral aspect of this foot, particularly 
after standing. 

Her husband and a daughter were living and 
well. Sixteen years before admission the patient 
was treated for a gonococcal ophthalmia that pro- 
duced bilateral corneal opacities and_ blindness. 
She denied venereal disease. For several years the 
patient had suffered from a “loose cough,” which 
was never productive of sputum. At no time had 
she had fever, chills, night sweats or hemoptysis. 

Physical examination disclosed an obese woman 
in no distress who looked older than her stated 
years. Both corneas were opaque. Medium coarse 
rales were audible posteriorly at the bases of both 
lungs. Examination of the heart and abdomen 
was negative. There was a firm, tender swelling 
of the right foot in the region of the fifth meta- 
tarsal bone. The mass could not be moved, did 
not pulsate and seemed to be attached to the under- 
lying structures. The skin over the involved area 
was not red or edematous. 

The blood pressure was 160 systolic, 85 diastolic. 
The temperature was 98.6°F., pulse 71, and the 
respirations 24. 

The examination of the blood revealed a red-cell 
count of 4,490,000 with a hemoglobin of 75 per 
cent, and a white-cell count of 9000, with: 33 per 
cent polymorphonuclear leukocytes, 20 per cent 
large lymphocytes, 33 per cent small lymphocytes, 
10 per cent monocytes, 2 per cent basophils, 1 per 
cent eosinophils and 1 per cent unclassified cells. 
There was a moderate achromia of the red cells, 
and the platelets were slightly reduced. The urine 
was acid in reaction, had a specific gravity of 1.014, 
and showed a +++ test for albumin; the sediment 
contained 7 red cells, 50 white cells and 4 epithelial 
cells per high-power field. The blood Hinton test 
was negative. The tuberculin test, employing a 
1: 1000 dilution of O.T., was markedly positive. 

An x-ray film of the right foot was unusual. The 
medial two thirds of the shaft of the fifth metatarsal 
bone showed osteophyte formation and short spic- 
ules of calcification extending laterally and inferior- 
ly. The bone was decalcified proximally. Close to 
the distal head in the medulla there was a dense 
area of calcification within a radiolucent area. The 
metatarsal bone was increased in size. There were 
calcification of the blood vessels and local soft-tissue 
swelling. A chest plate demonstrated calcified 
areas in the right upper lung just below the clav- 
icle that were consistent with an old tuberculous 
lesion; there was no evidence of active disease. The 
lungs were otherwise clear. The heart was not 
remarkable. 
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Two days after admission a small fluctuant area 
developed on the lateral aspect of the right foot in 
the area of swelling. A small amount of serosan- 
guineous fluid was aspirated, and this was negative 
for any specific organism, both on smear and cul- 
ture. 

An operation was performed on the eighth hos- 


pital day. 
DIFFERENTIAL DIAGNOSIS 


Dr. Ricuarp H. Wattace: May I see the x-ray 
films? 

Dr. Ricnarp Scuatzk1: I should describe this 
as cystlike destruction in the proximal half of the 
fifth metatarsal. The cortex is broken through in 
places, and there is coarse new-bone formation, 
which is perpendicular to the direction of the bone. 
The rays of new bone are thicker than those that 
one usually sees in osteogenic sarcoma. There is 
also soft-tissue swelling, and a localized area of 
increased density in the distal portion of the in- 
volved metatarsal that looks like an osteochon- 
droma. 

Dr. Wattace: Is there a fracture in the bone? 

Dr. Scuatzkt: No fracture is visible. There 
may well be one in that area, but the cortex is gone 
and no definite fracture is visible. 

Dr. Wattace: The other bones are negative. 
Is there evidence of metastatic disease in the 


chest ? 

Dr. ScuHatzki: No. 

Dr. Wattace: The x-ray films are not helpful. 
We have a woman in her sixties with pain in 
the right foot of three months’ duration and x-ray 
findings of a cystlike destructive lesion. Can this 
be a manifestation of some metabolic disease, such 
as parathyroidism? ‘There is no other evidence 
for that. Just as a passing thought I shall men- 
tion gout. The x-ray films do not suggest it, 
and there were no tophi or other suggestive find- 
ings. 

Could this be a syphilitic lesion? She is said to 
have had gonococcal ophthalmia. However, the 
patient denied venereal disease in its usual form, 
and the single blood Hinton test was reported to 
be negative. I believe that with a queer lesion of 
this sort, even with one negative Hinton test, we 
should continue to bear in mind syphilis as a pos- 
sibility. Certainly the lesion is not characteristic. 

Could this be a manifestation of sarcoid, with a 
‘lesion in the single bone? She is said to have had 
a negative chest plate. 

Dr. Scuatzk1: The chest plate is negative for 
metastatic disease. There is evidence of old tuber- 


culosis. 
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Dr. Wattace: That rules out sarcoid. Xanthom 
is a possibility, but multiple bones are usually in 
volved. 

The pain followed by swelling is suggestive of 
fracture. There is no story of recent trauma but 
if there had been a fracture it would have been 
a pathologic fracture. I am not sure that we can 
rule it out even by looking at the x-ray films, A 
fracture might account for some of the new-bone 
formation. 

She had a normal temperature and white-cel] 
count; in addition, some serosanguineous fluid was 
aspirated that contained no organisms on smear 
or culture. We should be able to rule out osteo- 
myelitis on the basis of these findings. There may 
have been metastatic disease in this area, but 
again that is unlikely. It would be difficult to ex. 
plain the x-ray findings on the basis of metastatic 
disease alone, because in general such lesions show 
punched-out areas of destruction of bone without 
new-bone formation. 

Could this have been due to a tumor of the 
lymphoma series? Since there is no mention of 
nodes in. general, we must assume they were not 
large enough to have come to anyone’s attention, 
In considering the lymphoma series our attention 
is called to the differential count, which had a high 
proportion of lymphocytes. That does not estab- 
lish the diagnosis, however. 

Could this have been a benign bone cyst not 
related to a general disease? They are usually 
solitary and are not of common occurrence in this 
location. The question of chondroma also comes 
up. The increased density, as Dr. Schatzki said, 
is suggestive of a localized chondroma. That ap- 
pearance could also be caused by multiple chon- 
dromas. 

With bone proliferation we should think of 
Ewing’s sarcoma, although, of course, the x-ray 
picture is not characteristic. The localized areas 
of bone proliferation with ray formation are sug- 
gestive of osteogenic sarcoma. Only one small 
area, however, looks like the ray formation that 
we so frequently see. 

There is considerable evidence that this patient 
has had and perhaps has active tuberculosis. There 
were definite x-ray signs of healed tuberculosis. 
The white-cell and differential counts were, I be- 
lieve, consistent with that disease, and she had a 
markedly positive tuberculin test with a dilution 
of 1:1000. Tuberculosis of bone is generally a 
destructive lesion and usually has its origin in the 
region of the joints rather than in the shaft of the 
bone, as appears to be the case here; however, ! 
do not believe that we can rule it out. 

Since this lesion is characteristic of nothing and 
I must speculate about it, and since there is more 
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evidence for tuberculosis than for anything else, 
I shall make that diagnosis, with the reservation 
that it may have been one of a good number of 
lesions. 

Dr. Tracy B. Matiory: Dr. Schatzki, would 
you like to express a further opinion? 

Dr. Scuatzk1: I remember that we were puz- 


zled by the case. The ray formation was a little 


similar to what we had seen in low-grade infec- 
tion. I do not remember what the final outcome 
was, so I am quite unbiased. I believe that the 
visible ostecchondroma is significant and that the 
lesion turned out to be malignant tumor of bone, 
at least that is what I should call it now. 

Dr. Cuanntnc C. Stmmons: Dr. Wallace has 
covered the possibilities well. In considering bone 
diseases, I like to divide them into four groups: 
generalized skeletal diseases, such as parathyroid 
disease and lymphoma; inflammatory diseases, 
such as syphilis, tuberculosis and osteomyelitis; 
primary bone tumors; and secondary or metas- 
tatic bone tumors. 


Sarcoma is practically unknown in people over 
fifty, except in the presence of Paget’s disease, and 
benign bone tumors are painless. Therefore I 
think primary bone tumors can be ruled out. A 
generalized skeletal disease can be excluded by 
the. general examination. Metastatic tumors usu- 
ally do not give this picture but can look like 
anything, just as lymphoma of the bone can sim- 
ulate any other disease. My inclination is to con- 
sider this an inflammatory condition, possibly tu- 
berculosis on the strength of the lung condition. 
The x-ray picture is not characteristic of any par- 
ticular disease. The facts that she had pain and 
that fluid was obtained on tap, together with the 
high lymphocyte count, also suggest tuberculosis. 
One would have to repeat the blood Hinton test 
several times before syphilis could be excluded. 

Dr. Mattory: Three opinions were expressed 
on the ward. Chronic osteomyelitis was put down 
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as the first choice; the second was tuberculosis, 
and the third was bone tumor, type unclassified. 


CurnicaLt Dracnosis 
Chronic osteomyelitis. 


Dr. Wattace’s Diacnosis 
Tuberculosis of metatarsal. 


ANATOMICAL Dracnosis 
Chondrosarcoma of metatarsal. 


Discussion 


Dr. Mattory: The lesion was explored, and a 
marked destructive process was found in the meta- 
tarsal. Some material was curetted out, which 
showed on frozen section a chondromatous struc- 
ture. Following that, the entire metatarsal was 
removed. The final histologic diagnosis was 
low-grade chondrosarcoma of the metatarsal. 


It is difficult to draw a dividing line microscopi- 
cally between benign and malignant tumors of 
cartilage. Tumors that can behave in malignant 
fashion often look benign under the microscope. 
This one was sufficiently atypical so that I thought 
it had to be called malignant. Moreover, it had 
destroyed the cortex and we found some small 
masses of cartilaginous tissue in the soft parts 
around the bone. 


The wound was closed, and the patient was al- 
lowed to go home. She is returning to the hospi- 
tal from time to time for observation. As yet no 
one has seriously raised the question of amputa- 
tion, although that is still under consideration. 

Dr. ScuatzKt: Was there any infection present? 
If not, the x-ray picture rules out benign tumor. 


Dr. Matrory: The tumor had definitely de 
stroyed the cortex. 


Dr. Stumons: I should rule out benign tumor 
on the mere fact that the patient had pain. 
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RED CROSS MONTH 


Tue month’s drive that the American Red Cross 
will open on March 1 may be hampered unless the 
public understands clearly how and why it is dis- 
tinct from that of the United War Fund, particu- 
larly since the two were joined last year. The 
difference is essentially that between uniform and 
mufti. The Red Cross is primarily of and for the 
nation and its armed forces; the United War Fund 
is primarily of and for the community. The drives 
are alike in scope but differ in function. They 
are two horses pulling the same load, but they 
must be fed separately. This distinction has been 
emphasized by President Roosevelt in a letter to 
Norman Davis, national chairman of the American 
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Red Cross, whose responsibilities, the President 
wrote, “will best be served if the Red Cross main. 
tains direct contact with the people for the mem- 
bership and support necessary for its work at home 
and abroad.” By his direction, March is designated 
as “Red Cross Month.” Thus, fittingly, the month 
of the God of War is dedicated to the Goddess of 
Mercy. Instant, universal and generous support 
of this campaign will guarantee the home support 
that our fighting men need so badly. 

This campaign means lifesaving plasma to the 
soldier stopped by shrapnel and the sailor burned at 
his station on the gun deck. It means food and 
comfort to the prisoner of war. It means surgical 
dressings for the wounded. It puts the man over- 
seas in direct touch with his home, and it assures 
him freedom from worry should disaster or afflic- 
tion strike that home. Truly, it guides the Angel 
of Mercy to his side, in fox-hole or bomb-bay. 

Red Cross Month imposes on every one of us 
an obligation that is a must, an opportunity to be 
greeted with joy. There were no deserters in 
Bataan. Let there be none in Massachusetts! 


THE COMMONWEALTH FUND 


WHEN an organization is founded to “do some- 
thing for the welfare of mankind,” its duty in a 
war for humanity is clear. The twenty-fourth an- 
nual report of the Commonwealth Fund, es:ab- 
lished for this purpose in 1918 by Mrs. Stephen V. 
Harkness, quotes its leaders as recognizing that 
“this is a technician’s war, and the technics of 
medicine are essential tc the winning of it.” A 
third of the research undertakings aided by the 
Fund in 1942 had a bearing on specific issues of 
war medicine, notably the understanding and 
treatment of shock, the control of infectious dis- 
eases in the armed forces, and the problems of 
aviation medicine. The Fund contributed over 
$400,000 to war-relief and war-service agencies, 
among them the American Red Cross, the United 
China Relief, Incorporated, the American Field 
Service and the British War Relief Society. It also 
extended the work of the Child Guidance Coundl 
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in England, particularly through the latter’s Men- 
tal Health Emergency Committee. Total dis- 
bursements for 1942 for all purposes totaled nearly 
$2,000,000. 

The loss of key investigators, especially those en- 
gaged in clinical research, to the military and naval 
services has necessarily forced the curtailment or 
suspension of some projects, but the Common- 
wealth Fund has carried on with vigor its multi- 
farious activities in medical education, rural hos- 
pitals and public health. A grant was made to 
the Long Island College of Medicine to pay for 
visiting instructors from other medical schools; ten 
fellowships for advanced study were awarded to 
junior instructors and staff members of medical 
schools and teaching hospitals. At several col- 
leges the Fund subsidized special teaching 
units to acquaint pediatricians with the psy- 
chologic needs of sick children. Fifteen fellowships 
were offered to physicians and public-health work- 
ers from Latin American countries for postgradu- 
ate study in the United States. The outstanding 
research activities last year were related to respira- 
tion, renal function, the control of infectious dis- 
eases in armies, the epidemiology of poliomyelitis 
and the hereditary factors in the incidence of 
rheumatic fever. 

The Commonwealth Fund has every reason to 
be proud of its solution of the problem of contrib- 
uting fully to the war effort without the sacrifice 
of gains already made in nonmilitary fields. In 
short, it continues to carry forward, in war as in 
peace, the high purposes of its founder. 


MEDICAL EPONYM 


Stokes’s CoLLar 


William Stokes (1804-1878) first described this 
phenomenon in the Dublin Journal of Medical 
and Chemical Sciences (5:400-440, 1834), in an 
— entitled “Researches on the Diagnosis and 
athology of Aneurysm.” He discusses a case of 
aneurysm of the aorta as follows: 


P Pree at once struck with the peculiar appearance 
This was generally enlarged (giving the 
= the patient's wearing a collar or tippet), the 
jugular veins were turgid and tortuous. 


RESOLUTION 205 


He also mentions the phenomenon in the first 
part of A Treatise on the Diagnosis and Treat- 
ment of Diseases of the Chest (Dublin, 1837 — 
page 231) and again in The Diseases of the Heart 
and the Aorta (Dublin, 1854 — page 573), as fol- 


lows: 


As an indication of intrathoracic tumor, an ex- 
tremely varicose state of the superficial veins of the 
neck and thorax is probably less frequent in aneuris- 
mal than in cancerous diseases. The pressure may be 
exercised on the venae innominatae or the superior 
cava. .. . In other cases we find that in place of 
the large tortuous veins ramifying on the surface, 
there is a puffy elastic swelling of the entire neck. To 
this may be given the name of tippet-like swelling of 
the neck. 


R. W. B. 


RESOLUTION ON DEATH OF 
JOHN JOSEPH LUCY 


Dr. John J. Lucy, late assistant visiting surgeon 
on the Second Surgical Service of the Boston City 
Hospital, died on December 28, 1942, in his forty- 
eighth year. He had been ill only about two 
months. He was born in Boston, and was grad- 
uated from Boston College and from Harvard 
Medical School. He took a surgical houseofficer- 
ship at the Boston City Hospital, followed by a 
houseofficership at the Boston Lying-in Hospital. 
He was appointed to the Surgical Staff of the Bos- 
ton City Hospital in 1925, having had the rank of 
assistant visiting surgeon for some years prior to 
his death. He was a member of the Surgical Staff 
of the Cambridge Hospital, being chief of one of 
the surgical services at that institution at the time 
of his death. He was a member of the American 
Medical Association, the Massachusetts Medical 
Society, the American College of Surgeons and 
the Boston Surgical Society, and for many years 
conducted a large private surgical practice. 

He married Miss Alice L. McManus; this mar- 
riage was an exceedingly happy one, being blessed 
with seven children: four daughters and three sons, 
all of whom are living. In addition to his widow 
and children he is also survived by his mother. 


Doctor Lucy was a man of real character, pos- 
sessing the highest of principles, both profession- 
ally and personally. Loyalty was one of his out- 
standing qualities. In addition, he was endowed 
with a natural sympathy and understanding which 
endeared him to his fellow physicians, to his pa- 
tients and to his friends. His loss to the profes- 
sion and the community is indeed a great one. 

Be Ir Resotven, That in the death of Doctor 
Lucy the Staff of the Boston City Hospital has lost 
one of its most capable and conscientious members; 
and 
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Be Ir Resotvep, That the Staff of the Boston 
City Hospital express its most sincere sympathy 
to the family of Doctor Lucy; and 

Be Ir Furruer Resotvep, That these resolutions 
be placed upon the records of the Boston City 
Hospital and that the secretary be directed to send 
a copy to the family of Doctor Lucy and a copy 
to the New England Journal of Medicine. 

P. BoarpMan, Secretary 


Executive Committee, Senior Staff 
Boston City Hospital 


MASSACHUSETTS MEDICAL SOCIETY 


COMMITTEE ON MATERNAL WELFARE 


Impressions CONCERNING THE MATERNAL 
Morrauiry Stupy From 1937 to 1941 


The maternal-mortality study that the Section of 
Obstetrics and Gynecology of the Massachusetts 
Medical Society has carried on for the State De- 
partment of Public Health has been concluded. In 
some respects it is the most laudable study of this 
kind that has ever been carried on in the United 
States. 

Many inquiries have been made concerning how 
this study was conducted. The start is the death 
certificate, which is signed by the physician and 
gives the cause of death. In Massachusetts the 
certificate is then taken to the office of the board 
of health of the town or city in which the death 
occurred and is then recorded and filed by the town 
or city clerk. According to regulations, a copy of 
each certificate should be filed at the office of the 
Secretary of State by the tenth of the month fol- 
lowing the death; however, in some communities 
where there are few deaths the copies of the cer- 
tificates are sent to the State House only at infre- 
quent intervals. Each certificate that reaches the 
office of the Secretary of State is reviewed by a lay 
person, and the necessary corrections are made. Be- 
fore it is filed it is coded by a lay person according 
to the international classification of deaths, and 
all deaths occurring within ninety days of child- 
birth are automatically classified as maternal 
deaths. All such deaths are reviewed by an in- 
vestigator from the Department of Public Health, 
who is a registered physician. He makes a copy 
of each certificate covering a maternal death on a 
questionnaire prepared by the Children’s Bureau 
of the United States Department of Labor, the 
front page of which has a replica of the death cer- 
tificate. During the period of study, copies of 
these questionnaires were sent to the committee 
of the Massachusetts Medical Society. The com- 


mittee in turn forwarded them to members of 
the Society in different parts of the State who were 
doing obstetrics, so that personal interviews with 
the physicians signing the death certificates might 
be held. It was hoped that these questionnaires 
might reach the investigators within, at most, two 
months of the day of death so that the interviews 
might be held when the facts were fairly clear in 
the minds of the attending physicians. In many 
cases, however, it was impossible to have these 
deaths investigated as soon as it was hoped they 
could be. Some certificates were filed at the State 
House many months after the death. Often by the 
time the investigator approached the physician 
whose name was on the certificate, it was found that 
the physician had left to join the armed forces, so 
that a personal interview was impossible. Some 
of the investigators were so busy with their work 
and the work of others that months elapsed before 
investigations were started. After the cases had 
been investigated, the reports were returned to the 
committee and formed the basis for the figures 
that have appeared in the Journal. 

The mechanism of the study was not perfect, 
but as has already been said, the results are proba- 
biy as good, if not better, than those obtained in 
any part of this country. A much more ideal set- 
up would be to appoint an obstetrician, either a 
young or an older man with plenty of time on his 
hands, who could personally investigate each death, 
irrespective of in what part of the state it occurred, 
within two months of the date of the death. This 
investigator with a committee of five should go 
over the cases and allocate them to such headings 
as were agreed on by all. In the present study the 
allocation of the cause of death was done by one 
obstetrician. Had the cases been gone over by a 
committee it is quite possible that some of the 
doubtful cases would have been classified differ- 
ently. If one man with plenty of time on his 
hands were to conduct such an investigation he 
could inquire into many details that were not 
taken into consideration in the present investiga- 
tion. Frequently a record was not so valuable as 
it might have been because no mention was made 
of the duration of pregnancy. Often no mention 
was made whether a living child was obtained. 
Circumstances, perhaps beyond the control of any- 
one, frequently led to records that were lacking in 
essential information. Such an investigation as 
this is no stronger than its weakest link. 

The study has brought out several facts that 
show the weakness of the system and the inac- 
curacy of the figures. So long as it is the policy 
to include every fatality occurring within ninety 
days of childbirth as a maternal death, these sta 
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tistics, from the point of view of obstetrics, will ob- 
viously be misleading. They will show the actual 
number of mothers who died, but among that 
number will be many whose deaths had nothing 
to do with obstetrics. For the figures to mean 
what they should, patients who die within ninety 
days of childbirth and whose deaths are found to 
be nonobstetric should be eliminated. An exam- 
ple of this is a patient who died of asthma brought 
on by allergy to aspirin. 

In Massachusetts, it is perfectly possible, although 
commonly unrecognized, to change the cause of 
death on the original certificate when it is proved 
to be untrue. This may be done by the physi- 
cian who signed the certificate provided he is 
able to present proof of its inaccuracy. This flaw 
in the vital statistics applies to all branches of 
medicine and surgery. Not infrequently, a pa- 
tient who dies in a hospital has as the cause of 
death on the certificate a diagnosis that has been 
proved by autopsy to be incorrect. If the institution 
in which this death occurred made application to 
the office of the Secretary of State, the incorrect 
certificate could easily be rectified. Such a routine 
procedure would make vital statistics in Massa- 


chusetts more accurate than they are at present. 
This can and should be done. 


In this state, all sudden deaths and those with a 

questionable cause must be referred to the medical 
examiner before the body may be buried. Since 
the medical examiner in the course of a year sees 
a number of maternal deaths, by applying to the 
district attorney for permission to perform an 
autopsy in cases in which the exact cause of death 
is unknown, he would be able to make an exact 
anatomical diagnosis. If this were done more fre- 
quently than it is, the statistics would be im- 
proved, 
_ Another cause of inaccuracy is the fact that an 
incorrect diagnosis is sometimes written on the 
death certificate. This is partly due to ignorance, 
and partly to sentiment. An embolus, in the lay 
mind, has long been looked on as an act of God. 
“Hemorrhage and shock” are not pleasant terms 
‘o convey to the stricken family. It is gratifying 
that fewer questionable causes of death were found 
as the study progressed. 

It is not fair to attribute all the improvement in 
the rate of the maternal mortality in Massachusetts 
during the past five years to this study. Neverthe- 
ess, the study has brought obstetrics into the 
open, and has made physicians conscious that their 
work is under scrutiny. The diminution in the 
number of maternal deaths in which bungling ob- 
stetrics played a part shows either that physicians 
are more expert or that they are more careful. At 
the beginning of the study, some of the doctors 
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resented an interview, since they believed that 
their privacy was being violated; this attitude no 
longer exists. ‘Toward the end of the study, the 
co-operation between the general practitioner and 
the investigators was excellent. This study has also 
made the trustees of hospitals conscious of their 
responsibilities. They have at last learned to ap- 
preciate that their obligations to patients in hos- 
pitals extend to the medical care of those patients, 
and, in some instances, they have insisted that the 
practice of obstetrics should be supervised and that 
abnormal cases should be handled only by trained 
men. This achievement alone has made the study 
worth while. 

The study has also brought out the fact that 
many women, either through ignorance or through 
stubbornness, do not receive adequate prenatal 
care. This is deplorable and warrants intensive 
educational propaganda. 

In conclusion, the committee expresses its thanks 
for the co-operation that the physicians of Mass- 
achusetts have shown. It also expresses its deep 
appreciation for the willingness of those physicians 
who have served as investigators in these cases; the 
facts that they gathered, often under burdensome 
circumstances, have made the study possible. 


The above paragraphs conclude the series of ar- 
ticles on the causes of maternal death that have 
been carried weekly in the Journal for the past 
four and a half months. 

In the March 11 issue of the Journal, the Com- 
mittee on Maternal Welfare will begin the pres- 
entation of a series of cases at two-week intervals. 
Half of these will concern instructive obstetric 
cases, and half will illustrate the proper handling 
of interesting and unusual neonatal cases. 


DEATH 


LEONARD — Epwarp J. Leonarp, M.D., of Dorches- 
ter, died February 15. He was in his forty-second year. 

A native of Dorchester, Dr. Leonard received his de- 
gree from Georgetown Medical School in 1936. He had 
an internship at Mercy Hospital, Baltimore. He served 
on the staffs of the Carney Hospital and St. Margaret’s 
Hospital. He was a member of the Massachusetts Medi- 
cal Society, the American Medical Association and the 
Dorchester Medical Society. 

His widow, four children, two sisters and two brothers 
survive him. 


WAR ACTIVITIES 
CIVILIAN DEFENSE 


Nurstnc Executives For EmMercency Base Hospitats 


To ensure adequate supervision of nursing service in 
emergency base hospitals, Surgeon General Parran of the 
United States Public Health Service has authorized the 
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appointment of a limited number of nurses with super- 
visory and administrative experience to serve as nursing 
executives, according to a recent announcement by the 
Medical Division of the United States Office of Civilian 
Defense. 

Emergency base hospitals are institutions in relatively 
safe areas, adjacent to probable target areas, designated 
by the Medical Division to receive civilian casualties or 
other hospitalized persons from casualty receiving hospi- 
tals in the event of a grave wartime emergency. 

The appointment of these nursing executives will fol- 
low in general the method that is being used in the ap- 
pointment of physicians who, as members of afhliated 
hospital units, will hold inactive reserve commissions in 
the United States Public Health Service and wil! be called 
to active duty in emergency base hospitals only when 
additional staff is needed because of a war emergency. 

Nurses recruited under this program may be assigned 
by the state chief of Emergency Medical Service to serve 
at emergency base hospitals either individually or with 
affiliated units. They may supervise a newly created 
nursing service or supplement the existing supervisory 
staff of an institution. 

The nurses will be offered appointments in the United 
States Public Health Service as consultants on an inactive 
status and will be called to active duty by the Surgeon 
General on the recommendation of the state chiefs of 
Emergency Medical Service and regional medical officers 
only if their services are required at emergency base hospi- 
tals because of a military necessity, the circular states. When 
on duty they will be entitled to payment by the United 
States Public Health Service according to their experience 
and qualifications. 

The circular authorizes the number of nurses to be re- 
cruited in each state for this purpose to be twice the num- 
ber of affiliated hospital units actually being formed in the 
state. Although their appointments will obligate them 
to serve in an emergency base hospital in their regions 
if called to duty by the Surgeon General in a wartime 
emergency, they may resign their appointments at any time 
to accept assignments in the Army or Navy. 


MISCELLANY 
AMERICAN COLLEGE OF SURGEONS 


New developments in military and civilian medical and 
hospital service will be brought to members of the medi- 
cal profession at large and to hospital representatives 
through a series of twenty War Sessions, beginning 
March 1, to be held throughout the United States under 
the sponsorship of the American College of Surgeons with 
the co-operation of other medical organizations and of the 
Federal medical services. 

Each session will consist of an all-day program, lasting 
from 9:00 a.m. to 10:00 p.m., including luncheon and din- 
ner conferences. There will be eight meetings in each 
session, four of which will be for the entire assembly; the 
remainder will be divided into two meetings each for 
physicians and for hospital representatives. Subjects will 
be similar in, each session but some of the speakers will 
be changed in the different states and service commands. 
Nationally known representatives of the United States 
Army, the United States Navy, the United States Office of 
Civilian Defense, the United States Procurement and As- 
signment Service and the United States Public Health 
Service will address the meetings and will lead the dis- 
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cussions, in addition to participation by prominent lead. 
ers in civilian medical practice and hospital service, 
The topics relating to military medicine to be discussed 
will include care of the ill and injured in combat zones 
and after evacuation. The newer types of injuries ze 
countered in this war, such as crush and blast injuries 
will be especially considered, together with the prevention 
and treatment of infections, the treatment of burns and 
shock and the care of injuries of specific parts of the body 
Anesthesia, plastic surgery and the psychoneuroses of 
war will be some of the other topics. The problems of 
civilian medical care in wartime will include the follow. 
ing: the responsibilities of individual physicians and hos. 
pitals; the personnel problems of hospitals; the organiza. 
tion of emergency medical services; the maintenance of 
adequate supplies, furnishings and equipment; the preser. 
vation of high standards of medical and nursing educa- 
tion and of hospital service in general; hospital public re. 
lations; and the necessary administrative adjustments in 
professional staffs of hospitals. The opening meeting of 
each session will be devoted to a discussion of the medi- 
cal and surgical aspects of chemical warfare, led by a rep- 
resentative of the United States Office of Civilian Defense, 
and the closing meeting will be a panel discussion on 
problems in wartime civilian medical practice, led by 
representatives of the United States Public Health Service, 
the American College of Physicians, the American Medical 
Association, medical services in industry and the Ameri- 
can College of Surgeons. Other topics for consideration 
at this meeting include endemic and epidemic diseases, 
medical services in industry, medical and surgical prac- 
tice, and supplementary postgraduate education for medi- 
cal officers and civilian physicians. 
The schedule for the sessions is as follows: 
city STATES AND PROVINCES HEADQUARTERS 


Minnesota, North Dakota, Lowry Hotel 


March 1 St. Paul 
South Dakota 


Schroeder Hotel 


Milwaukee Wisconsin, Hlinois 
5 Indianapolis Indiana, Kentucky, Ohio Claypool Hotel 
8 =Detroit Michigan Statler Hotel 
The William 


Pennsylvania, 
West Virginia Penn 
New York, Ontario Statler Hotel 
Massachusetts, Connecticut, Statler Hotel 

Maine, New Hampshire, 
Rhode Island, Vermont 
New York City, Delaware, 
New Jersey 
Virginia, District of John Marshall 
Columbia, Maryland Hotel 
Charlotte Hotel 


10 Pittsburgh 


12. Buffalo 
15 Boston 


17 Brooklyn St. George Hotel 


Richmond 


22 Charlotte North Carolina, 

South Carolina 
“24 Birmingham Alabama, Florida, Georgia — Tutwiler Hotel 
“26 Memphis Tennessee, Arkansas, Peabody Hotel 


Mississippi 


Texas, Louisiana Rice Hotel 


29 Houston 
President Hotel 


April 1 Kansas City Kansas, Missouri, 

Oklahoma 

“3 Omaha Nebraska, lowa Fontenelle Hotel 

“ 6 Denver Colorado, New Mexico, Cosmopolitan 
Wyoming Hotel 

“9 Salt Lake City Utah, Idaho Utah Hotel 

** 13 Los Angeles Southern California, Biltmore Hotel 
Arizona 

San Francisco Northern California, 
Nevada Fairmont Hot 

** 20 Seattle Washington, Montana, Ore- Olympic Hote! 


gon, British Columbia 


Dr. Irvin Abell, chairman of the Board of Regents 
the American College of Surgeons, in announcing e 
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Sessions, said that although participating states and 
provinces for each meeting have been designated to fa- 
cilitate arrangements, there will be no geographic re- 
striction on attendance, and those who plan to attend may 
select the place and time which are most convenient. 
The American College of Surgeons canceled its 1942 
national meeting and is holding in abeyance plans for a 
clinical congress in 1943, The regional meeting plan 
provided by the War Sessions is offered to save the time 
of physicians and other personnel, and to minimize trans- 
portation difficulties, without sacrificing unduly the edu- 
cational and stimulative benefits of medical assemblies. 


CORRESPONDENCE 
NEED FOR MEDICAL OFFICERS 


To the Editor: The need for physicians in the armed 
forces continues unabated. A large number must be made 
available from New England in the near future, and since 
the small communities have done more than their share, 
many of the future medical officers must come from metro- 
politan areas. 

Physicians of the older age group — forty to fifty — have 
volunteered freely as have many younger men; yet 
there is a tendency for some of the latter to wait until 
called for. 


The chief worry on the part of doctors volunteering 
for the Navy has been a financial one. Yet insufficient 
attention is paid to the fact that overhead and incidental 
expenses are immediately cut on entry into service to a 
degree that largely compensates for the loss of gross cash 
income received before. Furthermore, the Soldiers and 
Sailors Relief Act of 1940 protects an officer, his house 
and his family if he can show that his net income has 
been substantially reduced. 


It is also frequently said that physicians well trained in 
one field are assigned to duties for which they are ill 
fitted or which are beneath their professional ability. Al- 
though instances of this character do exist, it must be rec- 
ognized that the exigencies of war may in certain cases 
render such waste temporarily necessary and, further and 
more important, that every effort is made to allocate a man 
to that position for which he is best fitted. This is the 
definite, stated policy of the Surgeon General, and it is 
followed so far as is humanly possible. 


The further objection has been raised that often for 
many months a previously busy physician is comparative- 
ly inactive after having been commissioned. Such bore- 
some waiting stems in part from the necessary and vital 
indoctrination of the Navy and in part from the difficult 
problem of proper allocation of the individual. Line 


officers and enlisted men are equally confronted with the 
same problem. 


I urge every physician of military age to volunteer for 
the Army or the Navy. Whether he is or is not truly 
essential in civil life can and should be objectively de- 
cided by the Procurement and Assignment Service. Those 
who volunteer will indicate their loyalty to their country 
and their faith in their fighting comrades. 


Polications of interns and: residents may be accepted 
Se oe clearance by the Procurement and Assignment 
tvice if availability is anticipated within twelve months. 


2 If any physician cares to discuss matters concerning his 
Pportunities in the United States Naval Reserve, I shall 


CORRESPONDENCE 269 


be pleased to consult with him any day except Sunday be- 
tween the hours of 8:00 a.m. and 3:30 p.m. 
R. S. PALMER 
Commander, MC-V(S), U.S.N.R. 
Senior Medical Officer 
Office of Naval Officer Procurement 
150 Causeway Street 
Boston 


VERSION EXTRAORDINARY 


To the Editor: The following quotation is from Her- 
man Melville’s Moby Dick, a work especially dear to 
those New Englanders who were born close to salt water. 
In the annals of obstetrics this case is surely one of the 
most remarkable. 


Queequeg has just delivered Tashtego from the head 
of the sperm whale. The quotation follows: 


“Both! both! —It is both!”—cried Daggoo again 
with a joyful shout; and soon after, Queequeg was seen 
boldly striking out with one hand, and with the other 
clutching the long hair of the Indian. Drawn into 
the waiting boat, they were quickly brought to the deck; 
but Tashtego was long in coming to, and Queequeg 
did not look very brisk. 

Now, how had this noble rescue been accomplished? 
Why, diving after the slowly descending head, Quee- 
queg with his keen sword had made side lunges near 
its bottom, so as to scuttle a large hole there; then 
dropping his sword, had thrust his long arm far in- 
wards and upwards, and so hauled out our poor Tash 
by the head. He averred, that upon first thrusting in 
for him, a leg was presented; but well knowing that 
that was not as it ought to be, and might occasion 
great trouble; — he had thrust back the leg, and by a 
dextrous heave and toss, had wrought a somerset 
upon the Indian; so that with the next trial, he came 
forth in the good old way—head foremost. .. . 

And thus, through the courage and great skill in 
obstetrics of Queequeg, the deliverance, or rather de- 
livery of Tashtego was successfully accomplished, in the 
teeth, too, of the most untoward and apparently hope- 
less impediments; which is a lesson by no means to be 
forgotten. Midwifery should be taught in the same 
course with fencing and boxing, riding and rowing. 

Wan. Pearce Coves, M.D. 


87 St. Mary’s Street 
Brookline, Massachusetts 


NURSES FOR THE ARMED FORCES 


To the Editor: The careful analysis of the nursing sit- 
uation by Dr. Robert T. Monroe, as reported in the Jan- 
uary 14 issue of the Journal, merits the attention of every 
physician. The fact of the matter is that we are in a 
serious predicament and none of the solutions suggested 
sounds hopeful to me. 

We have been altogether too easy in allowing without 
protest the loss of so many nurses. For after all the 
greatest amount of illness is not among the armed forces, 
but right here at home. In fact if the home front is not 
adequately protected by both doctors and nurses, our out- 
put of war materials will be seriously curtailed. With the 
flight of the practical nurse to more lucrative fields in 
industrial plants, we cannot afford further weakening of 
our nursing service, despite the demands of the armed 
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forces. | My solution is that enlisted men be trained as 
nurses by a short intensive course, which will equip them 
quite as well for nursing as the pharmacist’s mate is 
equipped to take over the medical and surgical care of the 
men on ships where there are no medical officers. To get 
this practical and feasible suggestion into actual execution 
will require considerable effort because of the rigid mental 
processes of the military. But the civilian has had to 
change his whole scheme of living, and there is no reason 
why the military powers-that-be should not cut the pat- 
tern according to the cloth. For even though there are 
ten million men in the armed forces, there are one hun- 
dred and twenty million civilians at home. 


Eouine C. Dusois, M.D. 


174 Buckingham Street 
Springfield, Massachusetts 


BOOK REVIEWS 


Surgery of Modern Warfare. By sixty-five contributors. 
Edited by Hamilton Bailey, F.R.C.S. In two volumes. 
Tol. II. 4°, cloth, 899 pp., with 325 illustrations. Balti- 
more: The Williams and Wilkins Company, 1941. $10.00. 


This volume is a continuation of the first 0..2, which 
has already been reviewed in this column. The general 
principles of war surgery, with some special sections, 
were discussed in the first volume. The second volume 
completes the work on fractures and amputations and 
considers war surgery of the head, neck and brain. 

The material presented has obviously not been written 
for the specialist in the base hospital, but rather for the 
officer who starts the patient on his way back from the 
front. Without a knowledge of what must and can 
be done in particular cases, it is often difficult for the 
front-line medical man to make decisions regarding in- 
dividual cases. 

The material included is so varied and extensive that 
one hesitates to single out any parts for mention. The 
best of civilian surgery has been taken by a group of ex- 
perts and adapted to war conditions as their own ex- 
perience dictates. The chapters on organization of medical 
service close to the front are fully as important as the 
rest of the two volumes, for the quality of surgery in 
war depends greatly on having the man who knows in 
the right place. 


Electrotherapy and Light Therapy, with the Essentials of 
Hydrotherapy and Mechanotherapy. By Richard Kovacs, 
M.D. Fourth edition. 8°, cloth, 735 pp., with 314 illus- 
trations and | color plate. Philadelphia: Lea and Febiger, 
1942. $8.00. 

Seventy-four illustrations were eliminated from the 
fourth edition of this book on the ground that they were 
obsolete. For the same reason, similar treatment should 
have been accorded to the title of the book. “Physical 
therapy” is a more comprehensive term and one more 
commonly used for texts of the category to which this 
treatise belongs. Such a change became even more ap- 
propriate when the extra chapters on hydrotherapy, mas- 
sage and exercises were added, none of which belong to 
the realm of electrotherapy and light therapy. 

The text itself is justly deserving of the popularity 
that it is apparently enjoying. This is manifested by 
the fact that within ten years it has run through four 
editions. Such accomplishment has been made possible 
by the author’s constant vigilance for every form of 
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progress made in this field. Another factor contributin 
to the value of this book is the fact that Dr. Kovacs - 
listed the aid of several competent men to collaborate 
with him —each one in his particular field. The result 
is a comprehensive and an authoritative textbook on 
physical therapy. 


On the whole, good judgment was used in rearrangin 
the material, eliminating some illustrations and aman 
and adding new ones. This is particularly true in the 
section dealing with short-wave and long-wave diatherm 
particularly regarding the underlying theories of ae 
physics. The latter is a subject that is confusing and 
annoying to many an earnest physician who dislikes em. 
piricism. Much more light is needed to clarify short-wave 
currents —a relatively new physical agent. 

Not all changes, however, have been for the better 
Thus, the glossary in the preceding editions, which occu. 
pied fifteen pages, was a valuable source of information 
The reason for its omission from the present edition, 
which is nine pages shorter than its predecessor, is not any 
dent. Its restoration in future editions will be welcome. 


Vaginal Hysterectomy. By James W. Kennedy, M.D., and 
Archibald D. Campbell, M.D.C.M., F.R.CS. (Can), 
F.R.C.O.G. 4°, cloth, 495 pp., with 44 illustrations 
Philadelphia: F. A. Davis Company, 1942. $10.00. 


This book is written by two authors, both of whom 
use vaginal hysterectomy extensively. The senior author, 
Dr. Kennedy, is an extremist and enthusiast who is almost 
on a crusade for vaginal hysterectomy. Dr. Campbell be. 
gins his part with a discussion of the anatomy of the 
female pelvis, and limits his indications to those patients 
who have a damaged birth canal and need hysterectomy. 
The authors state that they do not consider vaginal hyster- 
ectomy a substitute for abdominal hysterectomy in all cases, 
but they do emphasize most properly that this procedure 
has fallen into disrepute in many places simply because a 
teacher has condemned it through a lack of experience 
with it. To quote: “We have preceded the general dis 
cussion of vaginal hysterectomy by the above admonitions 
for the reason that we know of no subject in major sur- 
gery about which so many ignorant and ignoble state- 
ments have been made by teachers as that concerning vagi- 
nal hysterectomy.” a. 

The indications for this operation that are enumerated . 
by the senior author are without question proper in his 
hands. However, in the opinion of the reviewer, the 
use of a surgical procedure must be governed by the 
ability and training of the surgeon. If one begins to mas 
ter hysterectomy via the vaginal route by first applying it 
in prolapse and procidentia, then one may in time 9 
perfect his technic that the operation may be safely used 
to remove the fibroid uterus. In such matters each surgeon 
must be the judge of his own limitations and no rules 
can be stated for his conduct. One can say categorically 
that various procedures give the same end result in the 
hands of different operators, for example, the operations 
for prostatectomy. The lesson of his work is that 
vaginal hysterectomy should have a place in the repertoire 
of all those who treat gynecologic patients, and when one 
becomes expert at it, its indications may be extensive. 

There are excellent illustrations of both the clamp and 
suture methods, and all details of technic are clearly 
‘presented, This is a book that should be the library of al 
who do gynecologic surgery. 
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ADVERTISING SECTION 


BOSTON GASTROENTEROLOGICAL 
SOCIETY 

The next meeting of the Boston Gastroenterological So- 
ciety will be held in the Dowling Amphitheater of the 
Boston City Hospital on Wednesday, March 10, at 
12.00 m. Dr. Frank H. Lahey will discuss “Surgical 
Problems of the Large Bowel.” 


JOHN T. BOTTOMLEY SOCIETY 


The regular monthly meeting of the John T. Bottom- 
ley Society will be held in the Out-Patient Department 
Building of the Carney Hospital on Tuesday, March 2, at 
11:30 am. There will be a symposium on gall-bladder 
disease as follows: 


Medical Aspects. Dr. Francis J. West. 

X-ray Aspects. Dr. Alfred J. Leary. 

Common-Duct Disorders. Dr. William F. Flynn. 
The Acute Gall Bladder. Dr. Timothy F. P. Lyons. 


Physicians and students are cordially invited to attend. 


ASSOCIATION FOR THE STUDY 
OF INTERNAL SECRETIONS 


Upon advice of the Office of Defense Transportation, 
the meeting of the Association for the Study of Internal 
Secretions tentatively scheduled for April 5 and 6 at 
Cleveland, Ohio, is indefinitely postponed. 


SOCIETY MEETINGS AND CONFERENCES 


CaLeNpAR OF Boston District ror THE WEEK BEGINNING 
Sunpay, Fesruary 28 


Sunpay, Fesruary 28 
74:00 p.m. Healthy Children. Dr. Allan M. Butler. Amphitheater 
of the Peter Bent Brigham Hospital. 
Monpay, Marcn 1 
*12:15-1:15 p.m. Clinicopathological conference. Peter Bent Brigham 
Hospital amphitheater. 
Turspay, Marcn 2 


*9:00-10:00 a.m. Medical clinic. Dr. S$. J. Thannhauser. Joseph H. 
Pratt Diagnostic Hospital. 


*11:30 a.m. John T. Bottomley Society. Carney Hospital. Out- 
Patient Department Building. 


*12:15-1:15 p.m. Clinicopathological conference. Peter Bent Brigham 
Hospital amphitheater. 


8:15 p.m. Greater Boston Medical Society. Beth Israel Hospital. 


Wepnespay, Marcu 3 


*9:00-10:00 a.m. Inhalation Therapy in Sericus Respiratory Disease. 
Dr. Maurice S. Segal. Joseph H. Pratt Diagnostic Hospital. 


*12:00 m. Clinicopathological conference. Children’s Hospital. 


Tuurspay, MarcH 4 


*9:00-10:00 a.m. Medical clinic. Dr. S. J. Thannhauser. Joseph H. 
Pratt Diagnostic Hospital. 


7:15 p.m. New England Hospital for Women and Children. Monthly 
clinical conference and meeting of the staff. 


Fripay, Marcy 5 


*9:00-10:00 a.m. Chronic Seasickness. Lt. Comdr. Robert S. Schwab. 
Joseph H. Pratt Diagnostic Hospital. 


(Notices continued on page xiit) 


) Delicious and 
Refreshing 


Pause at the familiar red cooler for ice-cold Coca-Cola. Its life, sparkle 
and delicious taste will give you the real meaning of refreshment. 
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63rd Year 
RING SANATORIUM 


AND HOSPITAL 
ARLINGTON HEIGHTS, MASS. 
For the diagnosis, care and treatment of men- 
tal, nervous and chronic medical diseases. 


Facilities for all accepted therapeutic measures, 
including artificial fever and shock therapy. 


Outpatient department for referred cases only. 
Moderate, all-inclusive rates. 


Vorta R. Hart, M.D., MaaTHA Brunner, M.D. 
Resident Physicians 


Hatram T. Rinc, Administrator 


163 Hillside Avenue Tel. ARL 0081 


Perkins School 


LancasTER, Mass. 


Devoted to the scientific understanding 
and education of children of retarded 
development. 

Five homelike and attractive buildings 
surrounded by 85 acres of campus and 
gardens. 

Medical Direction Experienced Staff 

FRANKLIN H. PERKINS, M.D. 


Baldpate, Inc. 


Georgetown, Mass. 
GEO 2131 — Boston Office KEN 8100 
For the treatment of psychoneuroses, 
personality disorders, psychoses, alcoholism 
and addictions. 

Psychotherapy is the basis of treatment; 
other methods such as shock therapy, ma 
laria and fever box are used when indi- 
cated. 

Occupation under a trained therapist, 
diversions and outdoor activities. 

H. C. Sotomon, M.D., Psychiatrist 
G. M. Scutomer, M.D., Medical Director 
H. Jane Monrtzinoo, M.D. 
Eucene L. Swan, M.D. 
Resident Physicians 


DOCTORS’ STATIONERY 
GOOD BOND PAPER 


Samples and Prices 
Sent on Request 
THE A-B-C PRINT SHOP 
GARarison 1470 123 HEATH ST., BOSTON 


WOODSIDE COTTAGES 
Framingham, Mass. 


A ecanitarium specially adapted for nervous and 
ceavalescent patients who need rest and upbuilding 
ia aermal surrcundings. 

No committed mental cases. 
ARTHUR H. WARD, M.D., Medical Director 


Wiswall 
Sanatorium 


203 Grove Street 
Wellesley, Mass. 


A small group of attractive build- 
ings for the care and treatment 
of nervous and mild mental dis- 
eases. 

Facilities for training and diver- 
sion under the direction of a com- 
petent therapist. 

E. H. WISWALL, M.D. 
Superintendent 


HALE POWERS, M.D. 
Resident Physician 


Tel. WEL 0261 


STAMFORD HALL 


Stamford, Conn. 
Telephone — 3-1191 


Founded in 1891 by the late Amos J. 
Givens, M.D., LL.D., this sanitarium spe- 
cializes in the diagnosis, care and profes- 
sional treatment of nervous and mental 
diseases, drug and alcoholic addictions 
and aged folk. 

Beautiful location; skilled psychiatrists 
and large assisting staff. 

Located on Connecticut Route 104 near 
city of Stamford. 

Booklet on request. 

Francis M. M.D. 
Daniet P. Grirrin, M.D. 
Marcaret M. Armstrona, M.D. 


Dr. Taylor’s 
Private Hospital 


For the Treatment of 

. NERVOUS DISEASES 
Alcoholism and Drug Addiction 
House well equipped and furnished, 


skilled attendants, good food and com- 
fortable rooms at moderate rates. 


Methods of treatment are those proved best after 
30 years’ successful experience. 


FREDERICK L. TAYLOR, M.D. 


45 Centre Street, Boston, Mass. 
Near Dudley Street Terminal Roxbury District 


Glenside | 


JAMAICA PLAIN, BOSTON, MASS 


A amall, attractively located sani ium 
t ta 
nervous, mild mental or chronic i 


D. Orpway, M.D. 


6 Parley Vale Tel. ARN 0044 


WESTWOOD LODGE 
Westwood, Mass. 


A modern private sanitarium within i 
Boston, for the treatment of nervous the pe 
diseases; also for those in need of rest under aaa 
supervision. Separate buildings make possible a 
factory grouping of patients. The buildings, which 
include one devoted exclusively to occupational thera 
are surrounded by over one hundred acres comprione 
woodlands, gardens and pine groves. : 


Superintendent 
WILLIAM J. HAMMOND, M.D. 
Resident Physicians 


Stoney M. Bunxza, M.D. 
Exsie §. Neusrapt, M.D. 


A Note 
Worth Reading 


The advertising space in the 


Journal is your guarantee that 
the products you buy are of | 
the highest quality. Only de- 
sirable firms are represented in 
these pages: they will continue | 
to advertise only if you buy | 
from them and thus prove to — 
them that the Journal is the 
medical authority for reliable 


advertising. 


—— 


419 Boyiston Street, Boston 


PEECH DEFECT 


are usually correctable. All kinds of speech defects are being suc 

cessfully treated. Individual instruction. Write for descriptive booklet. 
S. D. Robbins, INST. FOR SPEECH CORRECTION, Inc. 
Formerly Boston Stammerers’ Institute — Founded 1867 


Tel. KEN 6800 
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ADVERTISING SECTION 


Marco 6 
#10:00-11:30 a.m. Medical staff rounds. Peter Bent Brigham Hospital. 


*Open to the medical profession. 
tOpen to the public. 


Marcu 3-31. Joseph H. Pratt Diagnostic Hospital. Medical conference 
program. Page ix. 

Marc 9. New England Society of Anesthesiology. Page xiii, issue of 
February 18. 

Marcu 10. Boston Gastroenterological Society. Page xi. 


Marcu 10-12. Edward K. Dunham Lectures. Page ix. 
Apri 5 and 6. Association for the Study of Internal Secretions. Page 
xi. 


District SOCIETIES 


BRISTOL SOUTH 
May 6. New Bedford. 


ESSEX NORTH 
May 5. 


ESSEX SOUTH 


Marcu 3. Essex Sanatorium. 
Aprit 7, Addison Gilbert Hospital, Gloucester. 
May 5. Salem Country Club. 


FRANKLIN 
Marcu 9, 


May 11. Annual meeting. 


Pa are held at 11:00 a.m. at the Franklin County Hospital, Green- 
eld. 


HAMPSHIRE 


Marcu 3, 
May 5. 


MIDDLESEX EAST 


Marcu 17. Bear Hill Golf Club, Stoneham, 12:15 p.m. 
May 5. Bear Hill Golf Club, Stoneham, 6:30 p.m. 


MIDDLESEX NORTH 


Aprit 28. 
Jury 28. 


PLYMOUTH 


Marcu 18. Goddard Hospital. 
Aprit 15. Bridgewater State Farm. 
May 20. Lakeville. 


WORCESTER 


March 10. Memorial Hospital, Worcester. 
4, Hahnemann Hospital, Worcester. 
May 12. Annual meeting. 


WORCESTER NORTH 


Apri 28, 
Jury 28. 


Washingtonian Hospital 


41 WALTHAM STREET, BOSTON, MASS. 
Founded 1841 


A nonprofit-making, endowed institution, 
reorganized, for the 


MODERN TREATMENT OF MEN SUFFERING 
FROM ACUTE OR CHRONIC 


ALCOHOLISM 
JosepH M.D., Medical Superintendent 
Merritt Moore, M.D., Director of Research 
Visits by Psychiatric and Neurological Staff 


Consultants in. Medicine, Surgery and the Specialties 


Rates Moderate 
For information: consult the Medical Superintendent 
Telephones: HAN 1750 and 1751 


Channing Sanitarium 


EsTaBLIsHED 1879 


A pleasant country community of cottages built for the 


homelike care and treatment of nervous patients. Separa 
cottage for the care of convalescent nonmental patients. 
Occupational therapy. Tennis court. Sports building. 


Jackson M. Toomas, M.D. G. RounseFet, M.D. 


Superintendent Resident Physician 


WELLESLEY, MASSACHUSETTS 
Telephone — Wellesley 0464 


Bournewood Hospital 


300 SOUTH STREET, BROOKLINE, MASS. 


Established 1884 
For a limited number of cases of mental and 
nervous diseases 


POST OFFICE, CHESTNUT HILL 
Telephone PAR 0300 
Grorce H. Torney, M.D. 


CHARLES B. TOWNS HOSPITAL 


Serving the Medical Profession for Over 40 Years 


FOR ALCOHOLISM AND DRUG ADDICTION EXCLUSIVELY 


Definite Treatment -- Fixed Charges -- Minimum Hospitalization 
293 CENTRAL PARK WEST, NEW YORK, N. Y. -- Tel: SChuyler 4-0770 
(Hospital Literature) 
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